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ON-GOING RESEARCH IN A NEUROPSYCHIATRIC HOSPITAL* 


DELILAH RIEMER, M.D.** 


Physical medicine and rehabilitation activities 
have always played a prominent role in the treat- 
ment and management of the psychiatric patient. 
The historical record since antiquity reveals that 
patients have been encouraged to do some form of 
work and that the general opinion has been that work 
benefits the patient. However, during the last decade 
attempts have been made to more rigorously eval- 
uate the benefits derived from physical medicine and 
rehabilitation activities. Yet, research in the psychi- 
atric hospital in all aspects of patient care is dif- 
ficult. Psychiatric evaluatives so far have been de- 
termined either subjectively or in terms of change in 
psychiatric status, such as transfer to a better ward, 
privilege status, being allowed to go on trial visit 
or discharge. 


Difficulties in Psychiatric Research 


It is important to try to analyze why research 
in general is difficult in a psychiatric hospital so that 
its pitfalls may be anticipated and attempts made to 
overcome them. In the first place, one deals with 
many simultaneous variables in the area of psychi- 
atric research. Features which may influence the pa- 
tient such as the environment or the milieu of the 
hospital, the interpersonal relationships -of various 
personnel, the variety of programs offered the pa- 
tient, the various types of treatment, individual, 
group psychotherapy, tranquilizing medication and 
other somatic forms of therapy are some of the fac- 
tors whose effects are difficult to assess simultaneous- 
ly. Furthermore, the results of any treatments in the 
psychiatric hospital are often intangible because we 
lack precise instruments for assessing patient change. 
Even the psychological tests or the rating scales of- 
ten have subjective features. This is in contra-dis- 
tinction to measuring improvement in physical disa- 
bilities, where so much more can be objective, def- 
inite and measurable. 


An additional problem in psychiatric research 
stems from the fact that the patient becomes involved 
with personnel from many services, and it becomes 
difficult to delineate the individual effects of these 
services .The Committee on Psychopathology of the 
Group for the Advancement of Psychiatry probably 


*Delivered at Annual Tri-Organizational Clinical Confer- 
ence, Ambassador Hotel, Atlantic City, New Jersey, July 
25, 1958. 


**Chief, Physical Medicine and Rehabilitation Service, Vet- 
erans Administration Hospital, Bedford, Mass. 
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present the most comprehensive statement on the 
handicaps in psychiatric research (1). The lack of 
personnel, lack of time, lack of funds, lack of train- 
ing in research methodology, lack of rewards for re- 
search, and lack of administrative support are some 
of the factors listed in their report. These factors, 
plus all the ones discussed above encountered in the 
mental hospital setting, reveal the complexity that 
faces the prospective investigator. Yet, any reader 
of the history of science will recall that such a state 
of affairs is inherent to the early stages of knowledge 
building in any area. Rather than being discouraged 
by this situation the worker in this field should view 


this as an excellent opportunity to make a contri- 
bution. 


Physical Medicine and Rehabilitation Research 


Turning now to research in the physical medi- 
cine and rehabilitation service of a neuropsychiatric 
hospital, we are not surprised to find the same diffi- 
culties mentioned above since all research in a men- 
tal hospital, regardless of service, ultimately involves 
the psychiatric status of the patient. Before proceed- 
ing to delineate the particular difficulties in research 
of physical medicine and rehabilitation, let us broad- 
ly state the patient care objectives of such a service 
in a mental hospital. Once this is done we can more 
readily understand the rationale of the research ob- 
jectives of such a service. Broadly speaking, the ob- 
jectives of our service are to prevent further regres- 
sion of the patient; to contribute to the reduction 
of his psychiatric symptomatology; and to provide the 
patient with attitudes and skills that will increase the 
likelihood of his successful post hospital adjustment. 
From these our research objectives become immediate- 
ly clear. Briefly stated they are: 


1. To what extent are we preventing further re- 
gression and what other procedures may be de- 
vised for this problem? 


2. To what extent do our activities now contrib- 
ute to the reduction of psychiatric symptoma- 
tology and what activities may be more effective 
in achieving these objectives? 


3. Are the skills we are developing now likely to 
make for successful post hospital adjustment? 
What are other skills or combination of skills 
and attitudes which can more effectively achieve 
this objective? 
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Naturally enough, we are under the impression that 
physical medicine and rehabilitation activities do 
contribute to the three objectives mentioned above. 
However, it is our desire and interest to demonstrate 
objectively whether this is, or is not the case. 

Returning to our analysis of research difficul- 
ties we recall that our major stumbling block to ob- 
jective investigation is the problem of psychiatric eval- 
uation. Changes in psychiatric status, even when as- 
sessed by the most objective tests and rating skills 
have a definite element of subjectivity. This being the 
case, results of treatment with physical medicine and 
rehabilitation activities are often difficult to evalu- 
ate. Accordingly, we have turned to such criteria as 
the granting of privileges, movement of patients to 
a better ward, trial visit status, or discharge from 
the hospital as standards, until more precise instru- 
ments of psychiatric change are developed. In our 
own service we use an additional criterion of psy- 
chiatric change, namely the patient’s movement from 
a less difficult to a more difficult activities pro- 
gram. Naturally, this assumes a rationale for determ- 
ining activity difficulty. Our criteria at this time 
for the degree of difficulty of an activity are: (a) the 
amount of responsibility the patient has to assume; 
(b) the amount of judgment and reasoning that is 
required; (c) the degree of individualized abilities 
required; and (d) the degree of attention span. This 
then, is where we now stand in the measurement 
and assessment of psychiatric change. 


Motivation For Research 


Before turning to what I regard as the three 
major dimensions of any research problem in a 
physical medicine and rehabilitation service of a 
neuropsychiatric hospital, let us first examine an 
important requisite for the accomplishment of re- 
search, namely, the motivation and skills of the staff 
to do research. 


If the staff is motivated to ask fundamental ques- 
tions about its accomplishments with patients, this 
meets an important requisite for research. From 
time to time it must stand aside and be curious 
and questioning as to the use and value of its par- 
ticular modalities. Workers must have an intellectual 
desire to learn all they can about the relationship of 
their modalities to change in psychiatric status. The 
staff should not be discouraged by personnel of 
other services who may not be similarly motivated, 
who may have a “do-nothing” attitude stemming 
from a feeling of “why bother to try to solve these 
problems which are so involved and complex.” The 
importance of acquiring skills in research method- 
ology cannot be over-emphasized. Such skills not 
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only equip the investigator for the conduct of re- 
search, but also serve to maintain his motivation 
against the negative or indifferent reactions of other 
personnel and obstacles in research itself. In our hos- 
pital, over the past four or five years, we have had 
informal methodology by our research consultant, 
Dr. Leo J. Reyna, and in the Fall he will give our ser- 
vice a series of twelve formal lectures as part of our 
physical medicine and rehabilitation in-service train- 
ing program. 

It has been our experience that motivation for 
research can be more readily stimulated and main- 
tained if the questions that are investigated have im- 
mediate application and will be useful either in de- 
termining improvement, evaluating an activity, or 
relating objectively the results of an activity to chang- 
es in psychiatric status of the patient. 


Three Major Dimensions of Research 


Once the staff is interested in doing research 
and has chosen various problems to investigate, I be- 
lieve that we can distinguish three major dimensions 
which characterize every problem in physical medi- 
cine and rehabilitation service research in a mental 
hospital setting. Briefly these are: first, the needs of 
the patient; second, the aptitude and skills of the 
patient; and third, the features of the modality. Thus, 
the total research enterprise can be seen as being ini- 
tiated by the motivation and skills of the staff for 
discovery of what modalities can best meet the par- 
ticular needs of the patient. In accomplishing this 
we must first of all be able to delineate clearly 
what the needs of the patient are; secondly, what his 
aptitudes and skills are at the moment; and thirdly, 
what features of which modalities lend themselves to 
the needs of the particular patient. Diagramatically 
this total situation can be represented in this way: 





Skill and Motivation of Staff 
Vv 
Research 


Vv 
Needs of the Patient 


. 


Aptitude of the Patient > Modality Features 











Now let us briefly expand on each of the three di- 
mensions, one or more of which may be the target 
for a research project. 

First of all, it appears meaningful to distinguish 
between immediate and long term needs of the pa- 
tient. This will obviously determine, in part, the na- 
ture of the research problem, as well as the areas to 
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be studied. By immediate needs I refer to relief o1 
reduction of psychiatric symptoms; long term needs 
involve the development of skills and attitudes for 
hospital and/or post-hospital adjustments. 

Of particular interest in recent years has been 
the second research dimension, namely, the question 
of the suitability of the patient for various modali- 
ties. We feel that a patient must have the aptitudes 
and skills for a particular activity, otherwise his parti- 
cipation will result in frustration rather than relief 
of symptoms. Thus there is a need for the broader 
utilization of tests to supplement clinical judgment 
in assessing the aptitudes and skills of the patient. 
However, the meaning of such aptitude and skill as- 
sessments will depend on our knowledge of (a) 
what modalities will meet particular patient needs, 
and (b) what aptitudes and skills are required by 
these modalities. 


Two Research Projects in Progress 


At Bedford VA Hospital, we have attempted to 
attack certain problems which we think are pertin- 
ent and basic to the above rationale. They are all at- 
tempts to evaluate what we are doing in physical med- 
icine and rehabilitation and why. The first project 
deals with a study of the fundametal and universal 
need for physical fitness, whether it be for a psychia- 
tric patient or the normal individual. We embarked 
on this project after questioning whether the level 
of physical fitness in the psychiatric patient would be 
the same or different than the normal population. 
To test this hypothesis a pilot study was conducted 
using a group of standardized tests that yielded a 
physical fitness score. Mr. Robert Hodgdon, correc- 
tive therapist, initiated the early phases of this proj- 
ect, and a report of his study will be published in the 
very near future. 

Briefly, he administered the Rogers Physical 
Fitness Test battery to 42 schizophrenic male pa- 
tients ranging from 18 to 40 years of age and hospital- 
ized from three months to three years. Their scores 
varied from a Physical Fitness Index of 49 to a high 
of 140. However, there were only two patients whose 
scores were above the population norm of 100. The 
mean score for the 42 patients was 70.23, a difference 
from the population norm which was statistically 
significant. This study not only suggests that there 
may be a relationship between physical fitness and 
psychiatric status but also points out that a genuine 
need of such patients is the improvement of their 
physical fitness. Further work is now proceeding on 
a larger and more rigorous study since the Rogers 
Physical Fitness Test battery represents only one 1s 
pect of the broad meaning of physical fitness. 
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Whereas the above study was concerned with one 
of the needs of the patient, the second study I wish 
to report deals with an analysis of the patient apti- 
tudes and skills demanded by the various modalities 
in occupational therapy. As noted earlier, the ability 
of the patient to profit from any modality depends 
on the relationship of his skills and aptitudes to 
those required by the modality. The problem of dis- 
covering what the aptitude and skill requirements 
of each modality are is certainly a complex one, but 
one that nevertheless must be solved for a meaning- 
ful and effective physical medicine prescription. 

Certainly, some of the modality requirements 
are more readily detected than others. Skill and dex- 
terity with one’s fingers or hands may be easily as- 
sessed. However, there are other factors like the ability 
to perceive relationships and the ability for abstrac- 
tion where tests are not readily available. 

At the present time patients in a psychiatric hos- 
pital are very often assigned to occupational therapy 
on an empirical basis without any consideration of 
their aptitudes or requirements of the occupational 
therapy tasks. True, there are many tasks in occupa- 
tional therapy which appear simple and not demand- 
ing of any particular skills. Yet, when we begin to 
consider higher level activities for the patient, we 
are not quite sure what such tasks require and 
whether the patient possesses the necessary skills and 
aptitudes to profit from such activities. In our own 
case, after becoming aware of the fact that different 
activities required different degrees of abstraction 
ability, we were led to investigate the extent to which 
this ability varied among patients and was involved 
in the different occupational therapy tasks. The in- 
terest of the occupational therapy staff was readily 
aroused and in turn led to cooperation of our psy- 
chology staff. Time does not permit me to further 
elaborate on this project, but you can readily see 
that such an investigation will have to be broken 
up into several phases and that the results of our ef- 
forts are not likely to be ready before two years. 

It is apparent that the outcome of such a project 
will have implications for the feasibility of similar 
research in other modalities. Eventually we would 
like to be able to understand every need or the com- 
bination of needs that each patient has, the modali- 
ties which will most effectively meet these needs, and 
the abilities the patient must have for profitable as- 
signment to the modality. 


Summary 


In summary, research in a physical medicine and 
rehabilitation service of a psychiatric hospital faces 
the same handicaps encountered by research in psy- 
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A SURVEY OF THE EDUCATIONAL AND PROFESSIONAL 
BACKGROUNDS OF ACTIVE MEMBERS OF THE ASSOCIATION 
FOR PHYSICAL AND MENTAL REHABILITATION** 


PAUL F. FLEER, M.A.** 


As an organization such as the Association for 
Physical and Mental Rehabilitation develops over 
the years, it is important that it always have on hand 
current data providing, among other things, a profile 
of the educational and professional growth of its 
membership. Such data is useful to the organization 
in several ways. First, it may indicate the direction ol 
professional growth of its members; second, it may 
show the degree to which its members are seeking and 
using advanced training courses in special areas; third, 
it may reveal the sources of new members and their 
educational preparation; fourth, it may demonstrate 
the areas in which the members are being utilized; 
fifth, affiliations with other professional groups, and 
special interests of the members, may be noted. Fin- 
ally, trends in educational development and _ profes- 
sional growth may be revealed. 


In addition to being useful to the Association 
and to its committees in carrying on and advancing 
its work and in understanding itself, these data are al- 
so valuable in presenting the organization to other 
professional groups and individuals. This is an area of 
immense importance. 

The task of gathering this material is a continu- 
ing one since constant growth is a characteristic of any 
healthy organization. We have two very fine oppor- 
tunities for obtaining much of the information re- 
garding the educational preparation and professional 
experience of our new members—information gathered 
from applications for active membership in the APMR 
and from applications of corrective therapists for cer- 
tification by the APMR. Data gathered here are basic 
and routine, and as you probably remember, quite ex- 
tensive. 

There are areas, however, not included in these 
forms which are nevertheless significant if a true pro- 
file of the membership is to be obtained. Informa- 
tion regarding further education in colleges, special 
training courses, in-service training programs, and the 
like infers much about the character of the organiza- 
tion and its members. This is true also of individuals’ 





*Presented at Tri-Organizational Conference, Atlantic 
City, N. J., July 23, 1958. 


**Crotched Mt. Rehabilitation Center, Peterborough, N. H. 
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professional attainments. Periodic supplementary sur- 
veys of the members furnish a means of gathering this 
additional information. 

Two such efforts have been made by the Associa- 
tion for Physical and Mental Rehabilitation. The first 
was an extremely successful survey made in 1952 by 
Louis F. Mantovano (1) which, incidently, achieved 
an incredibly high percent of return. The second sur- 
vey, which is the subject of this paper, was conducted 
by the Survey Committee at the request of Arthur 
Landy, then president of the Association. 

Using Mr. Mantovano’s survey as a pattern, this 
more recent effort sought to bring up to date and to 
extend the information obtained by the earlier sur- 
vey, in order to determine the present educational 
and professional backgrounds of active members of 
the Association for Physical and Mental Rehabilita- 
tion. 

The method used involved the construction of a 
questionnaire which was initially distributed to all 
members by way of a General Information Bulletin 
(April 3, 1957). All active members who did not re- 
spond to the initial distribution were sent a follow- 
up letter with enclosed questionnaire. The informa- 
tion from the returned questionnaires was then tab- 
ulated. 

From the initial distribution of the questionnaire, 
160 returns were received. 423 questionnaires were 
then sent to those who did not reply to the first, and 
an additional 209 returns were received. A total of 
369 questionnaires, therefore, serves as the basis of 
the report which follows. This represents somewhat 
over 60°% of the active members which is sufficient to 
provide a valid profile of the Association. Let me sum- 
marize the findings of this survey for you now. 

The first one-third of the questionnaire dealt 
with education and sought to determine the level of 
scholastic attainment, the major areas of study, and 
the schools attended. Of the 369 returns, 334 or 90.5% 
have baccalaureate degrees, 145 or 39.2% have masters 
degrees, and 15 or 4.1% have doctoral degrees. 

In breaking this down first on the baccalaureate 
level, we find that in addition to the 90.5% who have 
had degrees conferred, 2.9% are completing degree 
requirements, and 5.7% have not met degree require- 
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ments. 89.24% majored in physical education, and the 
remaiing 10.8% received degrees in a wide variety of 
other fields most of which, however, were closely al- 
lied with education or one of the sciences. 

These figures correspond with Mr. Mantovano’s 
tigures to within 1.5%, with the exception of the 
major area of study. Here about 5% fewer majored in 
physical education than was previously reported. 

As for the schools attended, 148 different colleges 
were listed. Of these, 99 or 26.8% graduated from 6 
or 4.1% of the schools. 

Of the 369 returns, 233 or 63.1% have worked on 
the graduate level. 39.2% have had masters degrees 
conferred, 3.59% are completing degree requirements, 
and 20.39% have not met degree requirements. 196 of 
the 233 who have worked on the graduate level listed 
a major area of study. 51% majored in physical edu- 
cation and health, 10.8°, majored in correctives, 19.9% 
majored in rehabilitation, and 18.4% majored in oth- 
er areas. The other areas mentioned in this last group 
include psychology, special education, administration, 
and the social sciences. 

A comparison with the 1952 study shows a 7.8% 
increase in those who have worked on the graduate 
level, a 2.3% increase in degrees conferred, an 8.6% 
decrease in those completing degree requirements, 
and a 14% increase in those who have not met degree 
requirements. Also there is a 19.39% decrease in those 
majoring in physical education and health on the 
graduate level with a concomitant increase in maj- 
ors in rehabilitation and other areas. 

Although it would be dangerous to try to draw 
conclusions from these data, a trend seems to be indi- 
cated toward more graduate study but without any im- 
mediate attempt on the part of many to earn a degree; 
and a trend toward work in areas other than phys- 
ical education and health. A more careful scrutiny ol 
the raw material would certainly seem worthwhile 
in this area. 

As for the schools attended, 64 different colleges 
were listed. Again it is interesting to note that 42.9% 
of those who worked on the graduate level attended 
only 6.3% of the schools listed. 

At the doctoral level, 15 or 4.1% have received 
degrees and 21 or 5.7% are completing degree require- 
ments. One-third of these majored in physical educa- 
tion or recreation. This shows that almost one out of 
every ten members who replied to the questionnaire 
has worked on the doctoral level. 

In addition to the foregoing, a considerable 
amount of other formal advanced study in a variety 
of areas was listed which, if included in the graduate 
level figure, would raise it to about 255 or 69%. 

The second part of the questionnaire dealt with 
additional or specialized training in rehabilitation. 
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Fig. 2 
Specialized Training in Rehabilitation 


It asked about service school training in rehabilita- 
tion or physical reconditioning, military assignment 
in these areas, and it asked for a list of special courses 
or schools attended which were related to corrective 
therapy. 

In regard to service school training, 135 or 36.6% 
of the total affirmed that they had had such training. 
162 or 43.9% had military assignment in rehabilita- 
tion. 

Perhaps the most astonishing fact revealed by this 
survey is that the active members of the Association 
for Physical and Mental Rehabilitation have engaged 
in a tremendous amount of specialized training in re- 
habilitation. 203 or 55% of the respondents listed 
special courses and schools which they have attended. 
This is a very conservative estimate. A perusal of the 
raw material reveals a very wide variety of courses, 
schools and clinics which have been attended by our 
members, covering a host of subjects, and lasting for 
from one week to four years. A true estimate, then, 
of the number who have participated in courses com- 
mensurate with the profession in service schools, VA 
schools, etc., would be over 90%. 
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Fig. 3 


Professional Experience 


The third and final part of the questionnaire 
dealt with professional experience and sought inform- 
ation concerning teaching experience in schools, the 
practice of corrective therapy in hospitals or clinics, 
licenses, certifications or registrations which are held, 
and affiliations with other professional groups. A res- 
ume of this section is as follows: 

1. 237 or 64.2% of the total are licensed teachers 
holding licenses in 44 States. 29.5% of these are pres- 
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STUDIES IN CLINICAL PHYSIOLOGY OF EXERCISE. Ill 


A TETRAPLEGIC ARTIST 


( Case History, with Reference to the Problem of Mobilization of Latent Neuro-Motor Resources } 
ERNST JOKL, M.D.* 
HERTA LANGE-COSACK, M.D.** 
DOLORES LITTLE*** 


The chief function of the nervous system is to send messages 
to the muscles which will make the body move effectively 
as a whole. 


—E. D. Adrian 


During the process of learning of skilled move- 
ments definite patterns or “habits” are established for 
any given motor act. In terms of neurophysiology, 
each pattern or habit of the kind under reference is 
‘new’ in that it does not rely upon reflex action (2). 
It requires for its execution an original prototype of 
muscular integration. 


Sherrington (1940) writes: 

The reflex is independent of consciousness even at first 
occurrence. It does not emanate from the ‘ego.’ The reflex 
is innate and inherited. The acquisitions of habit present 
neither of these features. They are results of training. They 
are parts of education, whether formal or ‘natural.’ 


In the majority of cases such patterns or habits 

will not be altered once they have been formed even 
though it is a fact that they become progressively more 
differentiated in the course of training. The neuro- 
muscular prototype of every motor act is largely de- 
termined at the moment of the first choice of a pat- 
tern or a “habit,” for better or for worse. For each 
motor act, a special prototype is “‘set.”’ 
Acquisition of a habit is specific and not ‘transferable’ 
beyond its application. It is ad hoc; a faithful servant in its 
place. It is for the master to assign to it with care its par- 
ticular job, for it is unlikely that a job once assigned it, 
the master will ever himself do that job again. (Sherrington) 
Resources and Abstraction 

The clinical evidence which will be detailed in 
this paper emphasizes two points; first, the possibility 
of motor resources being present in latent form, re- 
sources at times so great as to be potentially decisive 
for the individual’s future; second, the capacity of the 
human mind to abstract mental images and project 
them alternatively and vicariously through any part 
of the motor system available. As regards the latter 
problem, Adrian (1947) comments thus: 


* Professor of Physiology, University of Kentucky. 


** Head, Department Neurology & Psychiatry, Municipal 
Hospital, Berlin-Neukoelln. 


*** University of Kentucky. 


J.A.P.M.R. — MAR. -APR., 1959 


We may learn a skilled movement by employing certain 
muscles and therefore certain groups of nerve cells in 
the motor area of the brain; but when we have learnt it 
we can carry out the movement with an entirely dif- 
ferent set of muscles and nerve-cells—we can write our 
name with a pencil held between the toes when we have 
learnt to do it with the fingers. We can draw a triangle 
small or large when we have once learned its shape. 


But what about the acquisition of the ability to 
execute movements according to “new” mental 
images? Is this faculty bound to the integrity of re- 
gional assemblages of our physical frame, e.g. for 
writing, to the hands; for the formulation of words, to 
“the muscles of speech;” and for locomotion, to the 
lower extremities? After they are established, func- 
tional entities of the kind under analysis can be 
“shifted.” So much we know. However, can the origin- 
al establishment be accomplished in absentia execu- 
toris naturalis? It will be shown that the answer to 
this question is in the affirmative. The relevant evi- 
dence indicates the scope of validity of another state- 
ment by Adrian, viz: 


the nervous system reacts to relations between stimuli 
and performs the appropriate task with any part of ‘the 
motor system that is available. We cannot represent it 
as a series of machines for operating on the map of 
events unless we add a number of devices to make good 
this fundamental difference. On the sensory side there 
must be something to abstract the significant elements 
of a pattern, and on the motor side something to do 
just the reverse, to convert the abstraction into a con- 
crete movement. 


Case History 


The 23 year old woman with whom the following report 
is concerned grew up under difficult home conditions. Her 
father is a war invalid incapable of earning a living. There 
was constant strife between him and his wife, a sickly woman 
over-loaded with work. With a brother, one year her junior, 
the patient is on good terms. She left school at age 14 to 
attend a vocational training course. Subsequently she had 
just been apprenticed to a goldsmith when she became 
afflicted with poliomyelitis. Paralysis of all limbs and body, 
including respiratory muscles ensued. For several weeks she 
lay in an iron lung. 

Control over movements of the face was retained. The 
muscles of the neck were weakened, though after some time 
the head could again be balanced. No other effective motor 
function returned after the illness. Patient had to be fed 
and in every respect depended upon help. 

When it was certain that an improvement of the tetra- 
plegic state could no longer be expected, the girl went 
through a period of depression though even then she dis- 
played a great deal of self-discipline. While much sympathy 
was shown towards her by everyone, her demands amounted 
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to little. She was very popular with everyone who met her 
at the hospital. Grateful for every suggestion for mental oc- 
cupation, she soon learned to turn pages of a book with 
the help of a wooden stick held in the mouth. Towards the 
end of the first year following the poliomyelitic infection 
she began to paint in the same manner, and later also to 
write. She thereupon participated regularly in private in- 
struction in drawing, painting and art history, under the 
tutelage of an understanding and competent teacher. Pro- 
gress in her work was rapid. After three years of training 
a well known graphic art school accepted her as a student 
and arrangements were made for her to take up domicile 
in a hospital near the school. During the first week, a paid 
assistant transported her to and fro in a wheel chair. Soon 
however, she had gained the friendship of her fellow stu- 
dents to such an extent that many of them volunteered 
henceforth to take turns to do so themselves. Even when 
the class went for outings to draw or paint in the open, 
plans were made for her to take part. 








Fig. 1—Children Flying Kites. 


The choice of the artist’s theme arises from her wishful 
imagination of being able to sit freely in a wheel chair 
using the right hand to control the string of a kite. 





The patient usually displayed a self-assured and relaxed 
attitude. Her performances were among the best in the 
school. She did not over-rate her artistic work although 
it was much noted and admired by others. Her state of mind 
reflected balance and her personality was pleasant. No 
doubt, she had moments of depression, but her courageous 
and positive approach to life was dominant, and tensions 
and conflicts did not often penetrate to the surface. Recently 
she accompanied her mother on a trip which necessitated 


her sitting in the train for six hours, closely hemmed in 
between other passengers. 


The young lady shunned publicity and discouraged 
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newspaper reporters from writing up her story since she 
unticipated that this might be done in a sensational manner. 
In talking to her, one learned that she felt pity for some 
of her fellow patients who though less handicapped “had 
failed to choose suitable vocational and life tasks for them- 
selves.” Of herself she said that she had “been lucky.” 





Fig. 2—Self-Portrait of Tetraplegic Artist 


The artist holds a pencil between her teeth, guiding it 
through combined movements of neck, tongue and mouth. 
Communication with the world is possible for her not only 
through speech but also through the highly differentiated 
medium of art which she has learned to master. As a result, 
she has established human contact with many other people 
and in the process elevated herself to a high level of dig- 
nified individuality and independence. 


Comment 


For many years we have presented evidence of 
extraordinary performance achievements by physical- 
ly disabled individuals (3,4.) Among them were three 
Olympic champions, one in hammer throwing, an- 
other in pistol shooting, a third in the equestrian 
dressage competition. The first of these athletes had 
been afflicted with Erb’s paralysis of the left arm; the 
second with loss of the leading upper extremity; the 
third with extensive paralyses of the legs. So far such 
observations have almost invariably been interpreted 
as indicative of compensatory mechanisms establish- 
ing themselves, with such a degree of effectiveness as 
to facilitate the record performances in spite of the 
subjects’ severe handicaps. The question why similar 
mechanisms are not mobilized in normal persons and 
why their effectiveness cannot thus be superimposed 
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upon unimpaired physiological resources has never 
been answered. If such superimposition were possible 
record performances of normal and of disabled 
athletes would be incomparable in their respective 
magnitudes. 

Clinical and physiological evidence of the kind 
under review leads to this conclusion: Because of the 
presence of physical defects, of major defects such as 
in the case of the young tetraplegic artist whose history 
has been detailed, and of the three disabled Olympic 
champions, or of minor defects as in the case of the 
knee injury of Rafer Johnson at the time he prepared 
himself for his world record decathlon performance in 
Moscow in 1958 when the injury was still present; 
these individuals must have formed their motor hab- 
its—directed as they were towards esthetic or athletic 
objectives—in a manner essentially different from that 
demonstrable in normal persons or under normal con- 
ditions, e.g. as in Johnson’s case. Normal persons es- 
tablish habits haphazardly, as it were, because they 
have such a variety of neuro-motor possibilities and 
alternatives to choose from; even champions are 
unlikely to arrive at optimal patterns. Accepted 
methods of training are bound to lead, it is true, to 
performance improvements. But such improvements 
take place within the rather rigid framework of the 
prototype. 

By contrast disabled athletes and artists who reach 
such superb performance levels as those described— 
rare though such cases are—are confronted by an “all- 
or-nothing-situation,” a situation which quite under- 
standably most of them are unable to master. But in 
terms of the criteria under discussion such situations 
are not mastered by the majority of normal subjects 
either. That to this situation some crippled or injured 
persons have been able to find answers, as the evidence 
shows, is due to the fact that in response to the chal- 
lenge they mobilize motor patterns of different and 
superior quality than do most disabled people, as well 
as most normal subjects, when meeting new motor 
challenges. 

In some instances it has been possible to define 
the kinetic or neuro-physiological principles thus in- 
troduced into art or sport by disabled individuals. 
The remarkable gradualness and crescendo quality of 
the final grip-pull which the Olympic hammer throw- 
ing champion with Erb’s paralysis of the left arm 
achieves as a result of the unequal lengths of his up- 
per extremities explains his record throws. The ex- 
ceptional gentleness with which the great horseback 
rider with her abnormally weak legs handles her 
charge, a gentleness originally forced upon her by the 
pareses of her lower limbs, was subsequently incor- 
porated by her into a well established motor pattern 
that enabled her to attain her top level athletic per- 
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formances. Horses may altogether be more sensitive 
than is generally assumed. Johnson’s unmatched track 
and field achievements emphasize the significance of 
exploiting further than is presently done the neuro- 
physiological preponderance of one cerebral hemi- 
sphere over the other. The question of cultivating, as 
we now do in most sports, in an equal manner cor- 
responding bilaterality will have to be re-examined. 

Current views postulating a universal validity of 
measurements as basis of assessment of physical ef- 
ficiency are arbitrary and unsatisfactory. Human per- 
formances are never reflected in their entirety in 
quantitative results of testing procedures, important 
as they occasionally may be. A complex element of 
conceptual awareness and of situational comprehen- 
sion is involved in every intentional neuro-motor act 
of man. The latter is not amenable to measurement 
though it is open to examination by combined mor- 
phological, neuro-physiological and phenomenologi- 
cal techniques (6.) 

For the understanding of the modus operandi 
underlying exceptional motor performances, com- 
prehension of the nature of habit formation is the 
main key. This statement applies distinctly also to 
the problem raised by the uninterrupted process dur- 
ing the past 50 or so years of improvements of athletic 
records. Achievements such as those of Johnson, 
Zapotek, Kucs, O’Brien and Elliott cannot be fully 
explained in terms of quantitative physiology, e.g. of 
anthropometric data, muscle power, flexibility, 
oxygen intake, cardiac stroke volume, height of T- 
wave and other partial determinants. Exceptional 
performances like the ones under reference are 
characterized by “new” motor patterns such as had 
previously been unknown. To paraphrase Sherring- 
ton’s statement, breaking the rigid fixity of a motor 
pattern implies that “the master himself must do the 
job again and again;” an injunction which has so far 
not been systematically applied, either in education 
or in art or in athletics; because it has not been un- 
derstood. Maybe it cannot be applied on a broad basis 
though it will be worthwhile to try. The validity of 
the above injunction pertains to both the individual 
as well as the collective sector. This is the reason why 
“new” styles and “new” forms and “new” etiquettes 
are the formal prerequisites of all “new’’ artistic, cul- 
tural and intellectual “eras,” “schools” or “epochs” 
which in retrospect are so often characterized as 
“revolutionary;” because they reflect the impact upon 
their time of great individuals whose genius had to 
create new forms so as to convey new concepts. 

Only exceptional people can re-do a motor pat- 
tern and thus mobilize fully latent neuro-kinetic re- 
sources notwithstanding the fact that the latter are 
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PHYSICAL FITNESS INDEX IN PSYCHIATRIC PATIENTS* 


HARRY T. ZANKEL, M.D.** 
JAMES M. FIELD, B.S.*** 


In a previous report (1), it was shown that the 
physical fitness index (PFI) in diabetic patients could 
be increased by 20% following a program of correc- 
tive exercise 15 minutes twice daily. This is a report 
of PFI studies made on 50 psychiatric patients at the 
beginning of hospitalization and following variable 
intervals. There is an additional report of eight pa- 
tients who received intensive exercise at least once 
daily and the effect of such exercise on the PFI. 

Patients admitted to the Psychiatric Service of Dur- 
ham VA Hospital undergo a dynamic program of 
treatment and rehabilitation including drug therapy, 
psychotherapy, electro-shock therapy, occupational 
therapy, corrective (exercise) therapy, and recreation. 
The objective of treatment is not only to relieve the 
symptoms for which the patient is admitted but, 
whenever possible, to give him an insight into the 
cause of his disability. The patient is also referred for 
activity not only as a means of therapy and resociali- 
zation but also to prevent the physical deterioration 
that might result from inactivity. The purpose of this 
study is to determine whether this program is of value 
in terms of achieving the desired physical objective. 

The test used as heretofore is the PFI test de- 
scribed by Rogers (2). As in the previous report, the 
Rogers’ physical fitness test was used and the results 
compared with the norms established by this author. 
The following items are required for the evaluation 
of the Rogers’ PFI: age, height, weight, lung capacity 
(in cubic inches with a wet spirometer) , grip strength 
as measured by a manuometer (right and left hands) , 
back lift, leg lift, and arm strength. The arm strength 
is obtained by adding the pull ups and push ups, 
multiplying this sum by the weight of the patient 
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divided by 10, plus the height minus 60. This is then 
compared with the NSI (normal strength index) ob- 
tained by Rogers from examination of normal indi- 
viduals. The PFI is obtained by dividing the ASI by 
the NSI and multiplying by 100. 

All patients were referred for corrective therapy 
by the ward doctors on the psychiatric service. As soon 
after referral as practicable they were given the PFI 
test. The time between admission and the first PFI 
test varied between 0 and 22 days. The time between 
the first PFI and the second PFI varied between nine 
and 72 days. 

Medication used was triliphon of chlorproma- 
zine. Shock therapy consisted of EST. 


Results 


Table 1 shows the average PFI test scores of 50 
patients after admission and after a period of treat- 
ment consisting of medication, shock therapy, occu- 
pational therapy, exercise therapy and recreation. 

Table 2 shows the PFI test scores of eight pa- 
tients after admission and after a period of more in- 
tensive exercise 15 minutes once or twice daily. 

From the above tables it will be seen that on ad- 
mission the average PFI score in psychiatric hospital- 
ized veterans was 67.5. 

A routine program of activities such as outlined 
prevented physical deterioration as shown by an im- 
proved average PFI of 73.5 after the activity program. 
In the smaller group of eight patients, the PFI aver- 
age was raised from 65.5 to 71.5. 


Discussion 


In a previous study of diabetic patients it was 
shown that the average PFI on admision was 50. This 
was raised to 60 after intensive exercise. In the series 
of 50 psychiatric patients presently reported, the av- 
erage PFI was 62. It would seem that the PFI of psy- 
chiatric patients is also lowered though not quite as 
much as in diabetic breakdown. The PFI after an 





No. of Patients 





Average PFI % 
B.T. A.T. Change Change 
50 67.5 73.5 6 +9 
routine 
TABLE 1 
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No. of Patients Average PFI % 
B.T. A.T. Change Change 
8 65.5 71.5 6 +9 
routine + exercise 
TABLE 2 








activity program consisting of exercise, occupation- 
al therapy, recreation, psychotherapy, drug, and shock 
therapy, resulted in an increase of average PFI from 
67.5 to 73.5, or 9%. Thus, the old adage of mens sana 
in corpore sano seems to be statistically confirmed. 
The intensive exercise given eight patients did not 
result in a greater increase in PFI than that produced 
by the routine program for psychiatric patients. Hence 
it is questionable whether such an intensive exercise 
program is warranted. 
Summary and Conclusions 

The PFI of 50 hospitalized patients was deter- 
mined before and after a program of treatment con- 
sisting of exercise, occupational therapy, recreation, 
psychotherapy, drug, and shock therapy. The average 
PFI before treatment was 67.5; after treatment it 
was 73.5, resulting in an improvement of 9%. An 


additional eight patients with a PFI average of 61 
received an intensive exercise program in addition to 
the psychotherapy and drug therapy and shock thera- 
py but no other exercise therapy. The improvement 
here also was 9%. 

A program of activity for psychiatric patients 
will result in an average increase in their PFI. 

These studies are continuing. 

We wish to express our appreciation to Dr. Jos- 
eph B. Parker, Jr., Chief, NP Service, and his staff, 
for their cooperation in this study. 
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tients. Archives of Physical Medicine and Rehabil. 38, April, 
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2. Rogers, F. R., cited by Clarke, H. H., Application of 
Measurement to Health and Physical Education. New York: 
Prentice-Hall Inc., 1950. 
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chiatry in general. It would appear that the complex- 
ity of the problems is the greatest handicap in re- 
search. In spite of this we must try to formulate 
fundamental problems which are to be investigated 
in order to evaluate the effects of physical medicine 
and rehabilitation activities. We feel that there is an 
inter-relation of the needs of the patient, the apti- 
tude of the patient, and the modality. Each of these 
dimensions has many fundamental and provocative 
problems in need of investigation. 


Two on-going research programs at VA Hospital, 
Bedford are described briefly, one investigating a 
universal need of patients and the second, the apti- 


tude and skill required for various occupational 
therapy tasks. 


Although at present we have only an empirical 
basis for patient assignment we feel that a program 
of research is essential for providing a scientific basis 
for the treatment of the psychiatric patient thru the 
modalities of physical medicine and rehabilitation. 
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CHANGE MEDICATION AFTER TB RESEARCH 


Research results that will enable doctors to substantial- 
ly reduce drug reactions and the cost of treatment of tu- 
berculosis have been announced by the Veterans Adminis- 
tration. In a two-year controlled study, administration of 
isoniazid alone was as effective as administration of a com- 
bination of isoniazid and PAS for previously untreated pul- 
monary TB patients without lung cavities, VA said. The 
two drugs commonly are used together against the disease. 
PAS, however, produces reactions such as nausea, vomiting, 
and a rash in a considerable number of patients. 


This first study involved some 280 patients at 41 VA 
hospitals and at Fitzsimons Army Hospital in Denver and 
St. Albans Naval Hospital on Long Island, N. Y. Another 
VA study determined that for previously untreated pul- 
monary TB patients who do have lung cavities the com- 
bination of the three drugs most commonly used against 
tuberculosis produced no better results than two-drug 
combinations. 


Use of either isoniazid with PAS or isoniazid with 
streptomycin was as effective as the use of all three simul- 
taneously, and addition of the third drug increased the num- 
ber of drug reactions. This second study involved 1,166 pa- 
tients from 28 VA hospitals, the Fitzsimons and St. Albans 


hospitals, and the former hospital at Parks Air Force Base, 
California. 


Both studies were part of the continuing VA-Armed 
Forces cooperative study of the chemotherapy of tubercu- 
losis, begun in 1946. Findings were reported to a recent 
meeting of the VA-Armed Forces study group in St. Louis. 
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SOCIAL ASPECTS IN THE REHABILITATION 
OF THE PHYSICALLY HANDICAPPED* 


HERBERT BERSTEIN** 


I find excitement and challenge in working in 
a rehabilitation centered agency. My job is not entire- 
ly without risk, as you can see, since I am called upon 
occasionally to speak at conferences. You will agree 
that all of us in the rehabilitation field have a repu- 
tation to uphold as inveterate optimists. I believe that 
scientifically oriented optimists have a responsibility 
to take an organized look periodically at what is go- 
ing on in our field. I want to take such an organized 
look today at some of the social aspects of rehabilita- 
tion, in my dual capacity as optimist and social 
worker. 

We are living at a time when research is discov- 
ering new theoretical bonds between the physical, be- 
havioral and social sciences which will help bring 
about a more complete understanding of man, his per- 
sonality and his environment. Medicine is making 
enormous strides in determining the etiology, diag- 
nosis and treatment of various disease processes. Psy- 
chiatry, psychology and social work have contributed 
to our knowledge of the psychodynamics of per- 
sonality, of emotional growth, and adaption to stress 
in life. While we have been provided with a reasonably 
well integrated theoretical system within which to un- 
derstand the inner psychology of man, we need to de- 
velop a parallel conceptual framework for the form- 
ulation of cultural and social dynamic factors that 
determine human adaptation. The goal to be achieved 
is a non-hyphenated “biopsychosocial” view of man. 

This viewpoint was most clearly expressed by a 
leading theoretician in the social casework field, M. 
Robert Gomberg, who wrote just prior to his untimely 
death: (1) 


We are now in a period of integration and synthesis 
of our psychological perceptions and our appreciation of 
po crucial role played by social forces in shaping person- 
ality. 

For a long and probably necessary period of time, the 
professional microscope was pointed sharply at the inner 
life of man. Profound new discoveries were given to us by a 
giant, Sigmund Freud. Many years were required for us to 
explore this chapter and begin to comprehend the mysteries 
it revealed. But perhaps one of the penalties we paid was 
that during this period our psychological preoccupation 
with the inner life removed us from the milieu in which it 
must do its living—from an awareness that the inner life 
ultimately takes on its meaning and its purpose when it is 


seen in the setting of the family and the community, and in 
iteraction with various social forces. 


*Presented at the Second Tri-Organizational Conference, 
Atlantic City, N. J., July 22, 1958. 


**Chief Social Work Service, Veterans Administration Hos- 
pital, Bronx 68, N. Y. 
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We also lost sight of the fact that these social forces 
are not purely incidental, not simply the background 
against which individual personality expresses itself, but 
enter deeply into the adjustments and maladjustments of 
human beings. Now we no longer choose between the psy- 
chic and the social and create all those arbitrary dualities 
that attempted to separate man’s inner existence from his 
outer living. We are moving toward an appreciation of how 
the interaction of the individual and the society itself truly 
fulfils human purpose in living. We see that society is not 
an accident, for man has shaped it, and that in turn, soci- 
ety contributes to the shaping of man. 

Now that we are no longer isolating social and 
cultural forces from intrapsychic processes, we are 
moving toward a more integrated framework. I do 
not wish to minimize the twin problems which must 
be solved before such a framework can .be achieved. 
One problem has to do with the technical difficulties 
and gaps in our knowledge. Sufficient work has been 
done in this area so that we recognize the crucial in- 
fluerice of the family unit, the community and the 
culture in etiology and in treatment or alteration of 
individual dysfunction. However, at this stage, the 
field still lacks the necessary conceptual equipment, 
methods of synthesis, and classification systems, to 
mold the biological, psychological, social and cultural 
factors into a comprehensive theory of causality and 
of treatment and alteration. The second problem is the 
philosophical. We have not yet adequately explored 
the relation of man to his social and cultural struc- 
tures either at a given point in time or over a span 
of history. Such a larger synthesizing framework will 
contain the context for the solution of the more im- 
mediate technical problems. 


Social agencies throughout the country now tend 
to identify the family unit as the crucial area of in- 
vestigation in approaching the previously outlined 
twin problems. I believe that such an approach is 
equally vital in the medical setting, if we are to in- 
crease our theoretical and applied knowledge in re- 
habilitating the physically and psychologically handi- 
capped. My premise is that the locus of rehabilitation 
ought to be the family unit, even though ‘one of its 
members is disabled or handicapped. We _ have 
achieved too many failures by focusing solely upon 
mechanical restitution of the patient, only to find 
that the family unit has reintegrated itself on another 
level, and permanent institutionalization is seen as the 
socially acceptable solution for the patient. Similarly, 
too many patients are institutionalized within the con- 
fines of their own homes, in which family integrity 
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has been destroyed, where several people bearing the 
same surname happen to occupy the same living quar- 
ters. We cannot measure our success either in terms 
of length of hospital stay or discharge rates. One cri- 
terion of rehabilitation that requires further develop- 
ment is the degree to which we can restore the family 
unit towards that measure of creative living which its 
capacity permits. 

I want to turn now to a discussion of the assess- 
ment, planning and preventive social aspects of re- 
habilitation, as well as some considerations of the 
handicapped person’s own situation within the con- 
text of family life. 

In order to provide rehabilitative services to the 
handicapped, the clinical social worker must first of 
all be skilled in assessing the impact of disability up- 
on social functioning and the relevance of social re- 
sources to needs as he and the family unit perceive 
them. He inquires into the patients’ roles in their 
families, the responsibilities they have assumed, the 
nature of their relationships with other family mem- 
bers, the manner in which role performance by pa- 
tients affects role performance of other family mem- 
bers. He tries to ascertain the extent to which behavior 
constituting the social functioning of the entire fam- 
ily of the disabled person reflects his disability in one 
way or another and to determine whether such be- 
haviors are really necessary consequences of the pa- 
tient’s disability, or merely one mode of mutual ac- 
commodation. Thus, the daughter of a handicapped 
breadwinner may be helped to determine whether it is 
really necessary that she postpone marriage in order to 
meet possibly mistaken conceptions of filial responsi- 
bility. 

The social worker (in cooperation with the fam- 
ily unit) examines the manner in which the disability 
impinges upon overall social development, and upon 
role performance at their work, in their peer groups 
and in other relationships. He inquires into the disa- 
bility’s impact upon the client’s capacity to make ef- 
fective use of rehabilitation services and other social 
resources. 

The social worker attempts to achieve a deep un- 
derstanding of the goals disabled persons and groups 
have set for themselves, their conception of the func- 
tional implications of residual capacities (i.e., of the 
realistic consequences of their disabilities) . Disability 
may exacerbate pre-existing feelings of guilt and un- 
worthiness, or the patient may be entrapped by atti- 
tudes he harbored toward the handicapped at a time 
when he himself was still able-bodied; or great sym- 
bolic significance may be attached to the cosmetic as- 
pects of impairment. The social worker seeks an ap- 
preciation of attitudes which seem a response to limi- 
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tation of capacity, relating them to pre-existing per- 
sonality and familial attitudes towards appearance 
and capacity. 

He defines the objective characteristics of the cli- 
ent in his situation, seeking a realistic appraisal of the 
person’s actual physical, emotional, intellectual, and 
social potential. He does not content himself with his 
immediately apparent personal resources, but evalu- 
ates these, along with historical information on inter- 
actional performance, to achieve a clearer appreciation 
of potential in the light of his own understanding of 
rehabilitation resources and experience. 

The social worker also inventories the resources 
at the patient’s disposal from without: the support 
he can expect from families and friends, non-material 
as well as material sustenance; the help the worker’s 
agency enables him to put at the disposal of clients; 
other community resources in social agencies and thru 
other media (such as service organizations or trade 
unions) . 

Having assessed the personal and social situation 
of handicapped patients, the social worker involves 
them in the jointly agreed upon plan for rehabilita- 
tive services. In the rehabilitation process, identify- 
ing intermediate goals and relating them to long- 
range perspectives is of crucial importance. A patient 
may need considerable help in envisioning the many 
(often arduous) intermediate tasks he and people in 
his environment must successfully accomplish in his 
efforts to make more successful employment of his 
limited resources. 

Thus, a patient who is well motivated to learn 
how to walk with crutches may need help in under- 
standing why he must concentrate upon arm exercises 
before he can start learning how to walk again. And 
a patient who is conflicted about his ability to hold a 
job may need help in appreciating the value of an in- 
terim work-hardening regime in a sheltered workshop, 
or may have to be prepared before he learns the skills 
of the job-seeking process. 

The social worker must have clear enough under- 
standing of the implications of objective limitations 
to discourage patients from undertaking to achieve 
unattainable objectives; yet he must also know what 
an indomitable spirit assisted by modern science and 
technology can accomplish, so that he does not “sell 
clients short.” The social worker must be capable of 
perceiving a total lack of rehabilitation potential (ev- 
en granted the best of services) on the one hand, and 
on the other, patients and family units whose social 
functioning is at a level such that despite their disa- 
bilities they are not in need of rehabilitative services. 
The social worker will not intrude upon the adjust- 
mental prerogatives of a mature and competent adult 
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though he may be in need of a prosthesis replacement 
while functioning optimally in his social roles in fam- 
ily, place of work and community organizations. 

Through his understanding of the various areas 
in which disability can impinge upon social function- 
ing, and the variety of adjustmental needs which may 
be experienced by individuals and families limited 
by disabilities, the social worker can provide or ar- 
range for and, with others, provide a variety of 
services. 

Services may be provided through interview, 
group discussion or other means such as role playing. 
They may be provided by procuring or helping the 
patient procure material resources which have an im- 
pact upon his potential or his level of social func- 
tioning (housing, transportation, special diet, medi- 
cations and appliances, financial assistance). The so- 
cial worker assists patients in acquiring self-assurance 
and skill in a variety of group living situations among 
their peers. He may help handicapped persons to prof- 
it by one another’s experiences in all-handicapped 
groups. And he may help those who are ready to move 
into non-segregated groups including the non-handi- 
capped. 

The social worker assumes certain responsibili- 
ties for helping patients achieve a factually-based ori- 
entation to their objective limitations, but to their 
potentials, as well. He helps patients bring before 
physicians and others certain vexing questions for 
which they seek authoritative answers. He helps cli- 
ents to understand how certain behavioral areas 
(sleeping, diet or energy output) affect the course of 
their rehabilitation and the extent of their disability. 


The social worker helps disabled clients under- 
stand how they can earn a livelihood, play a useful 
part in family life, participate in community affairs, 
engage in recreational activities and achieve satisfy- 
ing peer relationships with other persons. He may 
also, through strengthening the clients’ psychological 
adaptability or helping alter their life situations, help 
those whose social functioning is impeded by anxiety, 
hostility, dependency or depression, to resolve those 
obstacles to the goals they most desire. For example, 
the social worker may help bring an institutionalized 
patient to the point where, through learning tech- 
niques of self-care, self-awareness and self-direction, 
he can return to a more satisfying life in the midst of 
his family. Regardless of the technique he finds ap- 
propriate, the social worker concerns himself with 
manifestations in social interaction rather than inter- 
cession at the unconscious level. 


The social worker periodically reviews rehabili- 
tation progress with clients. He is prepared to en- 
courage change of goal as circumstances change. He 
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helps the patient and family maintain motivation re- 
garding the rehabilitation process, employing periodic 
reassessment to stimulate the patient and family to 
express their conception and correct any distortion 
about the advances and setbacks which are so typical. 
He participates in team decisions regarding altera- 
tions in rehabilitation planning and goals, interpret- 
ing these decisions to the family unit wherever neces- 
sary. He works with patients and families after the re- 
habilitation goal has been judged to be achieved to de- 
termine whether their experience really reflects the de- 
gree of success that has been assumed. The social work- 
er concerns himself with all of the areas of social func- 
tioning in which the disabled patient and his family 
may be in need of rehabilitation services. 

The social worker is concerned with the rehabil- 
itation of handicapped persons with whom he does 
not come into contact. Regardless of the locus of his 
practice, whether in direct services or as supervisor 
or administrator he is constantly on the alert for op- 
portunities to improve agency procedures as they af- 
fect the agency’s scope and effectiveness in helping 
the handicapped. He is alert to the potentials for 
service in agencies which are not specially concerned 
with the handicapped, but provide help to broad seg- 
ments of the population, segments including numbers 
of handicapped people. 

The clinical social worker will be sensitive to sit- 
uations in which agency schedule and procedure may 
impinge upon a particular patient in a fashion inhib- 
iting to his rehabilitation; he sees policies and regula- 
tions as tools for human service and moves in a pro- 
fessionally responsible manner to modify them when 
they prove to be poor tools. The social worker is on 
the alert not only to improve existing procedures but 
to evolve new ones which will provide more categor- 
ical answers to similar problems which may be the 
subject of wasteful clinical study time after time. The 
evolution of routines for handling prosthetic and nu- 
tritional expenses of public welfare recipients has pro- 
ceeded along these lines, as has the provision of minor 
prostheses, such as eyeglasses and dentures, for dis- 
abled veterans who require such appliances on medical 
grounds during extended hospitalization. 


The social worker is alert to the need for devel- 
oping more effective inter-agency working relation- 
ships to broaden oportunities to whole populations. 
He is ready, through formal research and the inform- 
al cumulation of observation in individual instances, 
to. move toward broadening his own agency‘s service 
program or intake policies by demonstrating inconsis- 
tencies between declared objectives and actual prac- 
tice. He works within his own agency and through 
social planning bodies and citizen groups for a more 
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careful assessment of the needs for service on the part 
of handicapped people in the community. He is con- 
tinuously concerned in working with professional col- 
leagues and the lay public that professional standards 
be understood and maintained and that services pro- 
vided the handicapped be expanded without fear or 
favor until they really reach all who can profit by 
them. 

In order to go about providing services to the 
handicapped, the social worker, as well as medical 
and para-medical colleagues, must first of all have a 
good working understanding of the situation in which 
patients and their families find themselves. 

We must achieve a working conception of the 
difference between “disabled” persons (those whose 
capacities are impaired) and the “handicapped” (those 
whose curtailed capacity has resulted in an impair- 
ment of social functioning). We must acquire the 
ability objectively to analyze the way of life of an in- 
dividual with a medically identifiable disability of a 
substantial character, to determine whether in the 
light of his understanding of the role performance de- 
mands made upon the disabled person, and that in- 
dividual’s residual potential, any impairment of social 
functioning has eventuated from the disability. 

We must have a comprehensive understanding of 
the limitations imposed upon social development, up- 
on role performance by impediments to locomotion, 
to intellectual processes, to emotional behavior, and 
capacity to relate to others; we must know the crucial 
part played by sensory faculties in learning new or 
relearning old tasks; and the impediments, blindness, 
deafness or amputation place in the way of social ma- 
turation. We appreciate the impact of disability upon 
the diverse “activities of daily living.” We must come 
to appreciate that few men are completely healthy, 
and that all men are characterized by limitations o! 
capacity, especially physical capacity. We must there- 
fore learn to think of capacity with reference to the 
social task at hand, recognizing the role of mechani- 
cal aids (from crutches to electric motors) in broad- 
ening the functional competences of all men. 

We must be aware, also, of the impact of pro- 
longed institutionalization upon the social develop- 
ment of individuals, the stress created for family mem- 
bers who must assume unaccustomed roles (i.e., bread- 
winner, decision maker), and the differential impact 
of isolation from the main stream of life when it oc- 
curs at crucial stages of social development and fam- 
ily life. 

Of greatest importance is the differential hazard 
to social function implicit in disability incurred at 
various stages of individual development; the special 
implications of congenital disabilities, the impact of 
childhood disability upon processes of social learn- 
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ing, differentials in impact as between disability in- 
curred during adolescence and disability to which the 
person finds himself obliged to adjust only after hav- 
ing established himself, say, as family head and bread- 
winner. We must keep alert to the differences in the 
accommodative process when disability is a result of 
chronic illness and disability sustained as a result 
of accident. 

We need to explore the impact of disability upon 
the social status of an individual, the popular image 
to which he may be expected to conform, as held by 
himself, his family and peers, the disparities that may 
arise between generally prevalent social expectations 
and those his intimates project upon him. 

We must remember, also, that acceptance of the 
fact of disability is often avoided by patients and 
families, and that a considerable hiatus often obtains 
between verbal acquiescence to “the facts of life” and 
a thorough-going integration of that acquiescence in- 
to the disabled person’s and family’s world outlook 
and_ personal philosophy. Psychological crippling 
should not be expected routinely as a consequence of 
disability, and it is important that we learn to seek 
evidence in this area, rather than jumping to conclu- 
sions. We should, however, achieve an understanding, 
based both on theoretical and clinical teaching of the 
fact that disability can lead to a sense of personal un- 
worthiness. 

All clinicians in rehabilitation should have a 
working understanding of the diverse manifestations 
and etiologies of feelings of guilt, shame, hostility as 
reactions to disability. We have to be perceptive of 
the ways in which religious belief is employed by the 
disabled person (in socially constructive as well as in 
destructive fashion) to balance his intra-psychic econ- 
omy. We need to acquire an understanding, too, of 
attitudes of lethargy and fatalism as they relate to the 
social functioning of the handicapped. As clinicians, 
our emphatic sense should be cultivated to the point 
where over-compensatory activity and excessive good 
cheer are detected in their spuriousness. 

Rehabilitation clinicians will agree on the im- 
portance of understanding the catastrophic conse- 
quences after disability of an earlier self-image by pa- 
tient, rooting the person’s sense of worth in gymnastic 
proficiency, physical attractiveness, sexual prowess. 
We must understand also differentials in the under- 
mining of self-esteem as between men (to whom the 
body is more an agent for task performance) and wo- 
men (who may feel likely to be judged more for 
“what they are” than for “what they can do”). 

We have learned that earlier crises in persona! 
and family life may have given rise to factors affecting 
the crisis situation of current disability and that our 

Cont'd on Page 64 
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CORRECTIVE THERAPY FOR THE DISTURBED PATIENT* 


RICHARD G. SINGER, M.D.** 
SAM BORUCHOV, M.A.*** 


INTRODUCTION 

During the past 50 years in the field of psychia- 
try, there has been a gradual change in philosophy 
of treating patients in mental hospitals. There has 
been increasing emphasis placed on various types of 
activities which are calculated to help a patient re- 
socialize. Various allied professional fields have grown 
which work cooperatively with the medical profes- 
sion in achieving these goals. There has been increas- 
ing emphasis placed on individual attention and the 
prescribing of certain types of activities for patients 
in accordance with their needs. 

One of the allied professions which has been 
developed is that of corrective therapy. Gradually, 
corrective therapists have experimented with new ac- 
tivities and found the disturbed patient is able to 
successfully participate in more highly structured 
activities and more complicated apparatus. This 
broadening of scope has brought corrective therapists 
in contact with difficult problems in the hyperactive 
and disturbed patient. 

Wart Constitutes THE DisTuRBED PATIENT? 
Motor activity 

The first manifestation of the disturbed patient 
that is apparent to the eye is the motor activity which 
is exhibited. These patients are generally markedly 
restless and spend a great deal of time pacing up and 
down the ward or even running. They are noted to 
perspire profusely and to show other indications of 
their marked agitation. In general, they are rather 
inaccessible to conversation and they frequently ap- 
pear excited to the point of being wild-eyed. They 
are noted for their impulsivity and tendency to be 
assaultive. Often speech is almost constant, and their 
voices becomes roughened and somewhat course in 
quality. The disturbed patient will show seemingly 
purposeless activity such as touching various objects 
or even disrobing himself. He will collect all sorts 
of debris from the floor and might begin to destroy 
various articles such as furniture and clothing. He 
is noted to strike the wall physically with his hands 


*Presented at Tri-Organizational Conference, Atlantic 
City, N. J., July 23, 1958. 


**Staff Psychiatrist, Veterans Administration Hospital, 
Northport, N. Y. 


***Chief, Corrective Therapy, Veterans Administration 
Hospital, Northport, N. Y. 


56 


and head. One often notices certain types of stereo- 
typed behavior such as repetitions of movements and 
words. In a general sort of way, the patients tend to 
show responses with much greater movement than a 
situation would ordinarily require. 


The Psychopathology 

In general, the disturbed patient shows a marked 
failure of those defensive mechanisms which ordin- 
arily maintain a modicum of emotional equilibrium 
in the organism. It is generally understood that parts 
of the personality which are usually repressed begin 
to reach consciousness where marked anxiety is gen- 
erated. As a consequence of this tension, a state of 
“unrest” is created in which the organism tends to 
dissipate energy through various types of activities. 
The tremendous amounts of anxiety which are gen- 
erated in such a condition are very often the moti- 
vating force of the marked increase in the patient's 
motor activity. 

In the disturbed patient, the following descrip- 
tive phenomena are often observed: 

(1) The patient is noted to have extremely poor 
concentration and a moderate increase in his capacity 
to be passively aware of details around him. This is 
probably the consequence of his marked preoccupa- 
tion and psychobiologic disorganization. 

(2) Very often such patients express ideas which 
are seemingly unrelated to one another. This is the 
consequence of a marked disturbance in the associa- 
tive patterns of thought. Relationships and ideas be- 
come vague and somewhat disorganized. The patient 
is noted to vacillate considerably in his speech, and it 
is difficult to follow the pattern of his ideas. Such 
an incapacity to communicate and the disturbance 
of associations prevents the medical worker from ex- 
periencing empathy in working with such a patient. 

(3) Disturbed patients tend to use rather odd 
and extreme generalities, probably as a consequence 
of their marked social withdrawal. This is an indica- 
tion of their poor contact with reality and, since they 
have little urge to “explain themselves” or adequate- 
ly communicate what ideas they have, it is extremely 
difficult to anticipate what they are thinking or what 
their needs are. This is probably the basis of much of 
the irrelevancy that one finds in the disturbed pa- 
tient. The individual is unable to discriminate be- 
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tween those thoughts which are extraneous and those 
thoughts which are important. As a consequence 
there is no priority of expression, and thinking be- 
comes scattered and disorganized. 

(4) Since the higher functions of thought are 
almost always the first to become disorganized as the 
organism is flooded with anxiety, the patient is un- 
able to differentiate between cause and effect. This 
results in his failure to be able to abstract and results 
in a loss of social rapport. 

(5) Because consciousness is crowded with ideas 
which have strong emotions attached to them, the 
disturbed patient shows a type of speech which is 
unprecise, muffled, and accompanied by poor enun- 
ciation. Often there are multiple thoughts occurring 
at the same time in the patient’s mind—each one 
with associated effects so strong that it is difficult to 
discriminate which one should be expressed. 

(6) The disturbed patient utilizes rather odd 
types of symbolism. This is possibly related to the 
patient’s social withdrawal and the fact that he can- 
not perceive himself as others see him. This results 
in little critical restraint in his own actions and per- 
mits his emotions to become attached to symbols 
which another person would probably reject. 


(7) Emotions which are ordinarily repressed be- 
come attached to conscious thoughts and are projected 
toward the environment. This results in the patient’s 
ideas seeming strange and incomprehensible to those 
who are working with him. These patients will react 
with intense feelings to various words and phrases 
used around them which appear seemingly neutral. 

(8) Condensation is utilized by the disturbed 
patient in which constellations of thoughts or feel- 
ings are expressed in a single word, once again re- 
sulting in difficulties in communicating to people 
around him. 

(9) With the loss of control of his thoughts and 
the flooding of consciousness with very strong emo- 
tion, the associative patterns are disturbed and the 
patient loses his ability to separate what is real from 
what is unreal. In this manner he is unable to dif- 
ferentiate between those stimuli from the outer 
world and those stimuli from within himself. 

(10) The disturbed patient very often shows a 
type of dereistic thinking which is vague and dream- 
like in quality. This has rather strong overtones of 
pleasure and is analagous to the musings of a child. 
It is illogical but partially self-gratifying. There are 
mild expansive trends in such a person with little 
discrimination as to the reality basis. The disturbed 
patient is often noted to be actively hallucinating. 
He will hold conversations with nonexistent people 
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or move actively through the ward holding his hands 
over his ears as if to escape some pursuing voice. 

(11) With the disorganization in the psycho- 
biologic unit there is a loss of ego structure. This is 
characterized by a loss of those attributes which 
we speak of as being cultural. With these disappear 
those restraining mechanisms which are part of the 
social structure. The patient then tends to become 
not only impulsive but also markedly careless of hy- 
giene and social habits. 


(12) In some cases there are numerous physio- 
logical disorganizations which are the consequence 
of an impairment of tissue function (such as senility 
or hardening of the arteries in the brain). These 
would result in the loss of intellectual capacity, loss 
of memory, and the other factors which were men- 
tioned above. By the same token there would be a 
loss of emotional interests in things which were held 
previously important such as children, relatives, and 
friends. 

(13) Very often the disturbed patient shows un- 
buffered effects such as those of terror, sorrow, anger, 
perplexity, and depression. These emotions are ex- 
pressed overtly and with such intensity as to present 
real clinical problems in management. 

CorRECTIVE ‘THERAPY TREATMENT 

The disturbed patient presents rather special 
problems to the corrective therapist. Inasmuch as 
the therapist almost always works with a small num- 
ber of patients, one of the first problems that arises 
is the fact that the disturbed patient tends to disrupt 
the management of the group. The type of behavior 
and thinking characteristics as mentioned above make 
the individual extremely difficult to control. Another 
factor which presents special problems is the indi- 
vidual’s basic emotional inaccessibility. Since it is dif- 
ficult to establish emotional rapport, it is hard to 
motivate him in any kind of specific corrective thera- 
py activity. The disturbed patient tends to be ex- 
tremely noisy and this is always a source of irritation 
for other people who are perhaps somewhat better 
integrated. As one must always use persuasion rather 
than force, the loss of usual emotional rapport de- 
tracts from the therapist’s persuasive effectiveness. 
Since there are many different types of conditions 
which can result in behavior which would be de- 
scribed as “disturbed,” it is important to try to equate 
corrective therapy techniques with the characteristics 
of the individual patient and his emotional structure. 
It is important for the corrective therapist to be in 
close liaison with the medical officer of the ward. He 
is able to clarify the medical aspects of the case to the 
corrective therapist. For example, capacity for recall, 
social withdrawal, intellectual confusion, aggressive- 
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ness, or suicidal trends might be special problems 
which would deserve individual attention and evalu- 
ation. The patient’s diagnosis constitutes a general- 
ization of a certain clinical syndrome. With this in 
mind, we will attempt to describe some possible tech- 
niques of handling patients within each diagnostic 
category, using such a category to group patients of 
similar behavioral characteristics. 


Disorders Caused by or Associated With Impairment 
of Brain Tissue Function 


In working with individuals who have an acute 
brain disorder, due to such causes as infection, al- 
coholism, drug intoxication, or trauma, it is import- 
ant to try to equate the corrective therapy activity 
with the particular defects and structure of the case. 
Since the basic syndrome is characterized by a marked 
impairment of intellectual functioning, it is advisa- 
ble to try to limit the corrective therapy activity to 
one in which there is a minimum of instruction and 
complication. For example, the characteristic of this 
particular group of disorders is the marked impair- 
ment of orientation and memory. Since recent recall 
would be very difficult for such a patient, he is often 
unable to participate in an activity in which he has 
to constantly bear in mind certain rules and regula- 
tions. A game which would require the compilation 
of a score would be extremely difficult for a patient 
suffering from this type of disorder. Consequent fail- 
ure to bear in mind the scoring of the game might 
result in a catastrophic reaction with increased hy- 
peractivity. Activities such as shuffleboard, relay 
games, and boxball would be contraindictated. In a 
general sort of way, the type of activity which would 
be contraindictated would be one in which there is 
a reasonably complex system of rules and regulations 
and one in which a fine neuromuscular coordination 
is required . 


Because there is a marked defect in the area of 
intellectual functioning, such a patient should be 
encouraged into corrective therapy activities which 
would be simply structured and preferably some- 
what repetitious. Since such a patient has a remark- 
ably narrow sphere of intellectual functioning, he 
would find repetitive acts rather relaxing. In this cat- 
egory would be activities such as medicine ball drill, 
rowing machine, and hiking, and simple catch, us- 
ing a volley ball. Where a schizophrenic patient 
would become impatiently bored, the individual who 
is suffering from an acute brain disorder would ex- 
perience a dissipation of tension and also reassur- 
ance that he is able to function in a structured sit- 
uation. The judgment of such a patient is so marked- 
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ly impaired that any type of activity would have to 
avoid the possibility of physical injury occurring 
because of clouded thinking. Activities which could 
be utilized with this type of patient would be along 
the lines of pumping a stationary bicycle. This ac- 
tivity would be physically exerting, would reassure 
the patient that he is able to function with a certain 
type of equipment, and at the same time would not 
provoke him with the monotony of its repetition. Ac- 
tivities such as throwing an indoor baseball back and 
forth might be contraindictated since these individu- 
als very often have a disturbed sense of equilibrium. 
Their neuromuscular functions are somewhat retard- 
ed, and their reaction time is characteristically pro- 
longed. Because the patient might fail to catch a hard 
ball and have it strike him in the face, this type of 
game should be discouraged. 


Since the basic personality pattern is not dis- 
turbed, it is generally possible to establish some rap- 
port with the individual and to engage him in some 
type of therapeutic activity. As a consequence of his 
participation, the patient is reassured that he is 
able to function despite the fact that he is in the hos- 
pital. His emotional tensions are dissipated through 
the physical exertions of the activity, and he becomes 
more manageable on the ward. The possibilities of 
impulsive behavior and depression are avoided when 
the patient can adequately dissipate emotional ten- 
sions through some type of physical and social activ- 
ity. 


Chronic Brain Disorders 


The characteristics of this particular group of 
disorders is almost identical to those of the acute 
brain disorders. The basic difference is that the 
acute brain disorders will probably recover whereas 
the chronic brain disorders are generally stationary. 
The corrective therapist working with this type of 
patient must arrange a program for him almost iden- 
tical to that of the individual who suffers with an 
acute brain disorder. However, it would be import- 
ant that, once a program is established, the patient 
be encouraged as much as possible to remain within 
the structure of that program. This type of individ- 
ual has marked intellectual defects and reacts with 
considerable tension whenever the pattern of his daily 
life is altered. By the same token, if this patient is 
encouraged into varied types of activities within a 
relatively short period of time, he will react with an 
increase of agitation and very often become com- 
pletely uncooperative. One of the ideal situations 
for such a patient is to encourage him in some type 
of corrective therapy activity and then encourage 
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him to remain in it. It is always possible that some 
very mild increase in skill will result, and this is par- 
ticularly reassuring to these individuals. Because of 
the limited capacity to recall, the situation must be 
of an extremely simple structure and must involve 
as little of the individual's memory as possible. Vari- 
ous types of motor activity such as throwing and 
catching, bouncing a ball, pumping the bicycle, or 
even organized long walks with the group would be 
of considerable benefit. Also these physically infirm 
people will participate in quoits, and throwing rub- 
ber tipped darts. Miniature golf may be utilized if it 
is modified and no emphasis is put on the score. Such 
an activity must be simply structured and must re- 
main unchanged. This type of patient is not as easily 
bored as one might find with a schizophrenic patient. 
Very often individuals with a chronic brain syndrome 
will have various physical infirmities. These infirmi- 
ties are often accompanied by some difficulty in main- 
taining physical equilibrium. As a consequence, the 
type of activities in which they should be engaged 
are cautiously selected to avoid the possibility of phys- 
ical injury. Very often such a person is well on in 
years and does not have the physical resiliency of a 
young person. Because of osteoporosis there is the 
danger of fractures should they lose their balance 
and fall during an activity. As with acute brain dis- 
orders, the individual tends to have rather retarded 
reflex time and games such as ping pong are much 
too complex and too fast. Shuffleboard with its rules, 
competitive activities, relay games, badminton and 
team sports are generally not applicable. Since one of 
the largest groups of patients who suffer with a 
chronic brain syndrome are those patients who have 
rather progressed arteriosclerosis, they very often have 
poor cardiac reserve and it is somewhat hazardous for 
them to participate in activities which have a rapid 
tempo. This always includes the possibility of precipi- 
tating the individual into an acute episode of cardiac 
failure because his circulatory system is not up to the 
demands of increased activity. Since the patient is 
generally out of contact, he fails to complain about 
pains in his chest when anoxemia of the heart mus- 
cles develop. For this reason gymnastics, use of the 


treadmill, and team activities would be contraindicat- 
ed. 


Disorders of Psychogenic Origin or Without Clearly 
Defined Cause or Structural Change in the Brain. 
A. Psychotic Depressive Reactions. 


These patients are frequently extremely agitated 
and as a consequence are difficult to motivate in cor- 
rective therapy. Since there is a strong component of 
hostility in the depression of so many of these patients, 
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it is advisable to try to utilize corrective therapy tech- 
niques such as striking a heavy training bag. If such 
a patient can be made to hit the bag, he begins to ex- 
perience some sense of personal relief in ridding him- 
self of his hostility. Soccer, in which the ball is vigor- 
ously kicked, or punch ball where it is struck with 
the fist, or throwing a football at a target are activi- 
ties in which aggression can be relieved. Also, as his 
hostility begins to diminish, the patient is more ac- 
cessible to other types of activity. Such an individu- 
al’s physiology is generally as depressed as his emo- 
tions. It is to the patient’s benefit to try to provoke 
him to some type of physical activity which will result 
in dyspnea. This helps rid the patient of much of the 
physical tension that he feels and has some salutary 
effect on his physical complaints of constipation and 
anorexia. Rope skipping, vigorous drill on the sta- 
tionary bicycle, the speed bag, and group calisthenics 
can be a tonic to the patient’s reduced tempo. 


Corrective therapeutic modalities for the de- 
pressed, psychotic patient must be of such a nature 
that there is no possibility of the patient making a 
suicide attempt. Things like electric light cords, ap- 
paratus that can be lifted and perhaps driven into the 
patient’s body, sharp objects which might be utilized 
as weapons, must all be avoided. The agitated, de- 
pressed individual, whenever possible, should be put 
in a situation where he begins to expend considera- 
ble physical effort at a rapid tempo. A treadmill type 
of apparatus is of value if such a patient can be made 
to run on it. Activities which involve a certain amount 
of shouting are of benefit for these patients who are 
so highly charged and yet so unable to rid themselves 
of their tension. The excitement of a relay game can 
sometimes provoke an agitated depressive to vigor- 
ous shouting. 


These patients have very poor self-evaluation 
and react favorably when they can develop some mod- 
icum of skill at an activity. They are almost always 
grappling with a feeling of worthlessness which is re- 
duced when they can participate in an activity and 
master its requirements. It is of considerable bene- 
fit to get the withdrawn, depressed patient involved 
in a group activity which has the structure sufficient- 
ly complex that it tends to draw him out of his self- 
preoccupation and forces him to function as part of 
a group. Arranging a circle and having a medicine 
ball thrown quickly back and forth across the circle 
at random tends to put these people very much on the 
alert, and momentarily re-socializes them. Whenever 
possible, a fairly rapid pace should be established in 
a type of activity which does not place any great im- 
mediate demands on skill. These patients do not care 
for structured games such as bowling or shuffleboard 
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but react favorably to deck tennis, volleying as in 
paddle tennis, handball and volley ball. 
B. Manic Patients. 

Since these individuals are so markedly hyperac- 
tive, it is almost always necessary to engage them in 
some activity which requires a great deal of motor ap- 
plication. If they can be directed into some vigorous 
form of activity such as hitting the punching bag, 
pumping the bicycle, or rapidly throwing a heavy 
ball back and forth, it is possible to diminish a great 
deal of their hyperactivity. Often they participate 
with great enthusiasm and one can utilize the attrib- 
utes of the disease itself. Such an individual requires 
a very rapid type of movement and one which re- 
quires considerable muscular effort. This serves the 
function of not only forcing the individual into a so- 
cial pattern but also dissipating a great deal of the 
tension that is associated with his manic behavior. 
Such participation reduces the tendency toward as- 
saultiveness and in the long run permits the patient 
to become more accessible to other allied professional 
groups. Wind sprints on the treadmill are advantag- 
eous as well as use of the horizontal ladder. These pa- 
tients do not function well in a situation which in- 
volves a complex movement, such as badminton or 
other highly structured games. Although they can 
handle the social aspect of it, they are too distracti- 
ble and become markedly impatient with the fine 
movements that are required. Their sense of impa- 
tience quickly becomes provocative behavior and dis- 
organizes the group. 

C. Schizophrenic Reactions, Paranoid Type. 

Patients with paranoid schizophrenic reactions 
require activities which are highly structured and re- 
quire considerable skill. It is of therapeutic benefit 
to permit a paranoid patient to assume a role of lead- 
ership. This renders him more accessible to therapists 
of allied professions. The position of leadership per- 
mits them to direct their expansive and grandiose 
trends into a socially acceptable pattern of behavior. 
This aids the patient in his efforts to achieve emo- 
tional equilibrium. 

Their hostility and aggressiveness are sometimes 
partially dissipated in activities that require consid- 
erable muscular movement and which involve some 
expression of anger. Such an activity might be hitting 
the heavy punching bag or working with the speed 
bag. Soccer, punch ball, and softball might also be of 
value. They seem to participate in competitive games 
very well and are capable of enjoying team and group 
activities Paranoids show stronger inclinations to so- 
cialize than other types of schizophrenics after their 
most superficial mechanism of defensive hostility is 
overcome. 
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D. Schizophrenic Reactions, Chronic Undifferenti- 
ated Type. 


These patients tend to show more social with- 
drawal. They are very difficult to motivate and con- 
stitute the bulk of institutionalized patients. Despite 
the fact that they show this marked social deteriora- 
tion, these patients do no really have any impairment 
in their capacity to appreciate the structure of a 
complex game. Consequently, they can play games 
which would appear to be difficult to grasp and may 
develop considerable skill at them. They experience 
some sense of personal accomplishment in these de- 
veloping capacities. Such a sense of accomplishment 
is uplifting for them since the overall pattern of 
their lives is one of constant inadequacy. They very 
often become highly expert ping pong players and 
develop skill in other types of games that require not 
only elaborate rules and regulations, but also high- 
ly developed neuromuscular coordination. As they 
participate in such game situations, they become more 
socially acceptable, resulting in improved patient- 
therapist relationships. 


It is of paramount importance that the thera- 
pist does not assign an activity in which the patient 
might fail. His catastrophic disappointment would 
result in greater social withdrawal which is, of course, 
antithetical to the therapist’s intentions. The possibil- 
ities of their impulsive behavior must be borne in 
mind, and it is advantageous, whenever possible, to 
limit the number of objects which might be used as 
weapons of assault. Since there is no basic impairment 
of intelligence or intellectual functioning, such a pa- 
tient might be involved in games which require con- 
siderable amounts of concentration and neuromus- 
cular coordination. Gymnastic activities such as the 
high bar and parallel bar can be of value if the pa- 
tient is motivated. Close supervision is, of course, in- 
dicated. 


It would be important in such cases to try to 
evaluate which emotion is most forcibly repressed 
and attempt to alleviate it by incorporating it into 
some kind of activity. This can be clarified, as men- 
tioned above, through discussion and consultation 
with the physician who is primarily in charge of the 
patient’s welfare. Emotions such as anger can be some- 
what dissipated with the use of the heavy punching 
bag. Sometimes resignation can be interrupted by in- 
volving the patient in a situation in which he will de- 
velop some technical skill and feel a sense of growth 
within himself. These patients are tremendously 
tense and it is important to try to involve them in a 
situation where this can be dissipated through mus- 
cular movements. 
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They have a limited attention span and are easily 
bored. It is advisable to perodically change the na- 
ture of their activity. After it becomes apparent that 
a patient has developed a modicum of skill at a cer- 
tain activity and is unlikely to progress further, he 
should be engaged in something new, where, once 
again, he feels a sense of inner growth and develop- 
ing proficiency. These schizophrenic patients can en- 
gage in competitive activities and may feel a sense of 
sharing with other individuals. This is the first step 
in their re-socialization pattern and very often one 
can observe seemingly withdrawn patients initiating 
a conversation in the course of some game. Although 
they are markedly hyperactive and disturbed, they 
can establish some tenuous contact with individuals 
other than themselves. 


SUMMARY 

The corrective therapist has adapted new activi- 
ties to make them applicable for the hyperactive pa- 
tient. This has presented him with new problems in 
how to manage cases which are unable to indicate 
their inclinations and needs. The psychoneurotic, the 


anti-social personality, or the character disorder 
can indicate their preferences for various corrective 
techniques. However, the disturbed patients present 
very special problems because of their incapacity to 
communicate, and because their actions and behavior 
are incomprehensible to the therapist. By working 
in close liaison with the medical officer, it is possible 
to prescribe activity for each disturbed patient in ac- 
cordance with his diagnostic category and the phys- 
ical and intellectual problems that such a diagnostic 
category implies. Thus it is possible, through careful 
manipulation of the patient, to avoid catastrophic re- 
actions and to dissipate a great deal of tension that is 
the motivating force in his disturbed behavior. Effects 
which were provocative to the patient can be dis- 
charged in certain types of activities and, in this man- 
ner, assaults on the ward reduced. It is also possible 
to create a greater sense of social interest and to in- 
crease those conative forces which had been tempor- 
arily lost through his psychotic reaction. Because of 
this, the therapeutic effectiveness of the hospital sit- 
uation can be enhanced, and corrective therapy can 
broaden the scope of its activities. 





American Board for Certification of Corrective Therapists 
(Addendum to Registry expiring July 1, 1959) 


The following named persons are Hlinois 
currently registered but were not 
included in the Registry published 
in our last issue. The Journal re- 
grets this omission. 


Iowa 
Arizona 


Fred Humphrey 


George O. Belders 


Laurance Weeks Maryland 


California 


David Anderson 
Robert H. Mark 
Ernest Milne 


John C. Eggert 
Rosslyn H. Elvidge 
Stanley E. Schofield 


Edward T. Pendleton, Jr. 


Massachusetts 


Robert Hodgdon 


New York 


Regina Birnbaum 
Louis Braun 
Gunnar Ohberg 
John J. Pistor 
Hyman Wettstein 


South Dakota 
Roy L. Swartz 


Wisconsin 


Kenneth R. Evans 





DR. BARNWELL HONORED 


Selection of Dr. John B. Barnwell of the Veterans Ad- 
ministration as one of the 10 top career men in the Fed- 
eral Government for 1958-59 has been announced by the 
National Civil Service League. 


The honor carries with it one of the League’s annual 
Career Service Awards, the most highly prized national 


awards given to public employees by a citizens’ organiza- 
tion. 


Dr. Barnwell, who heads medical research and educa- 
tion for the VA in Washington, D.C., was cited for his part 
in organization of the VA-Armed Forces cooperative study 
of the chemotherapy of tuberculosis. 
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DR. MIDDLETON REAPPOINTED 


Reappointment of Dr. William S. Middleton as Chief 
Medical Director of the Veterans Administration has been 


announced by Sumner G. Whittier, Administrator of Vet- 
erans Affairs. 


Dr. Middleton has held the post since March 1, 1955. 
The new appointment, for a four-year term, was effective 
March 1, 1959. 


As VA Chief Medical Director, Dr. Middleton heads the 
largest medical program in the United States—the agency’s 
171 hospitals, nearly 100 outpatient clinics, and nationwide 
home-town medical services, which together provide care 
for some 2% million patients yearly. 


61 











JOKL TEXT CITED 


A recent text* by Dr. Ernst Jckl, Professor of Physi- 
ology, University of Kentucky has been cited by Sir Adolphe 
Abrahams, O.B.E., M.D., F.R.C.P., in a review which ori- 
ginally appeared in Coaching Newsletter of the British 
Amateur Athletic Association, 9:3, November, 1958. The 
review is reprinted here with the consent of the Editor. 





The author states that his work is “concerned with 
physiological, psychological and clinical problems of Physical 
Fitness” and “features the Cohnheim-Welch thesis of 
adaptation in pathological processes, together with Lord 
Adrian’s thoughts relating to the sensory basis of percep- 
tion as applied to the interpretation of neurological case 
histories of athletic champions.” 


A truly ambitious programme! 


For this enterprise, Professor Jokl has all the qualifi- 
cations. In his youth he was an athlete of Olympic class: 
he has had great experience in his appointments in South 
Africa and the United States: he is a musician, a highly 
cultured student and investigator. 


The work incorporates his Essay, for which he was 
awarded the Buckston Browne Prize and Medal of the 
Harveian Society of London, a detail to which I am able 
to add a personal touch, since I had the privilege of acting 
as assessor on that occasion. He dedicates his book to the 
memory of that pre-eminent scientist, Sir Charles 
Sherrington. 


Biographical studies provide an interesting background, 
with the inclusion of such giants as Julius Cohnheim, 
William Henry Welch, Hughlings Jackson, Armand 
Duchenne, E. H. Starling and Walter Cannon. 


“The Wisdom of the Body” is the leit-motif of Jokl’s 
thesis. Hypertrophy of muscle occurs whenever the load 
of contractile tissue is increased—hence the runner’s dia- 
phragm, the blacksmith’s arm. But the heart muscle in 
high blood pressure, the intestinal muscular layer above 
an obstruction are also cases of hypertrophy. Only if caused 
by physiological usage does hypertrophy serve a useful pur- 
pose. For “Nature,” said Welch, “is neither cruel nor kind 
but simply obedient to law, and therefore consistent.” 


Disease and physical disability may serve as strong 
incentives for the attainment of motor performances, some 
of them a high order of complexity and of athletic ex- 
cellence. Harold V. Connelly, World record holder in 
Hammer throwing, has, through a birth injury, paralysis 
of the left arm. Some of the best Lawn Tennis players of 
post-World War II period are diabetics. The famous Mrs. 
Zaharias won the Women’s Open Golf Tournament whilst 
afflicted at the time with malignant disease. A great 
Marathon runner had contracted rheumatic fever in 
childhood, with consequent valvular disease of the heart. 
Effective physiological adjustment with functional com- 
pensation had resulted from athletic training. 


Athletic performances of a high standard denote a 
satisfactory state of physical efficiency, nothing else. A 
great variety of pathological processes may be present in 
athletes and need not interfere with their physical activi- 
ties. The study of the impact of the short-term and long- 
term physiological adjus‘ments that accompany exercise 
and training upon such pathological processes as are 
encountered in seemingly healthy and physically fit sub- 
jects, represents the central scientific issue of Sports 
Medicine. 


Jokl has collected 76 cases of death associated with 
physical exertion (26 of his own observation, 50 reviewed 
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from literature) all subjected to post-mortem examina- 
tion. In every instance, evidence of pre-existing cardio- 
vascular or pulmonary disease was discovered. There is no 
such thing as “heart strain” in a healthy organ. 


In respect to the self-regulatory adjustment concern- 
ing periodicity in women and athletic activity, current 
beliefs and popular taboos stand in contrast to scientifically 
ascertained facts. During the Olympic Games in Helsinki in 
1952, with only four exceptions out of 107 female cham- 
pions, all had taken part in competitive events during 
menstruation without experiencing disturbances of any 
kind. 20 reported that their performances during menstru- 
ation were better than usual. 


Compared with earlier Olympic Games, increasingly 
larger numbers of middle-aged and elderly men and women 
are now taking part in international contests. In the 
Marathon race in 1948 Richards, at the age of 39, was 
second. Donald Finlay, it will be recalled, was a great 
hurdler when 40. Borotra, now over 60, still competes. 
When he was 47 Tilden beat the 24 year old Donald Budge. 
Two former world record swimmers, Arne Borg and Johnny 
Weismuller, swam 100 metres in about 60 secs when 50 
years of age. Exercise prolongs life, accelerates growth, and 
decelerates ageing. 


Jokl believes that the traditional Sauna bath is a 
responsible element in the training of Finnish long distance 
runners. He cites the 10,000 metres Cross Country race in 
the 1924 Olympic Games in Paris, when the day was ex- 
ceptionally hot and the majority of the participants 
collapsed from heat exhaustion. Nurmi and Ritola took 
first and second place. I vividly remember the occasion, 
the dreadful condition of the few who reached the Stadium 
and the comfortable appearance of the Finns. I have had 
no experience of the Suana bath, and Jokl may be right 
in supposing that this had acclimatised them but I think 
an equally good explanation might be founded on the 
principle of “the Wisdom of the Body:” that men of super- 
lative physique adjust to any vicissitude. 


Jokl emphasises that even the most highly specialised 
athletic performances are built up from a multitude of 
psysiological elements, many of which must be cultivated 
by the inclusion in the training curriculum of a system- 
atically selected variety of activities. A common physio- 
logical principle is involved in the proven benefits that 
accrue to runners and hurdlers, throwers and jumpers, 
from the inclusion in their training of weight lifting. 


Again within a wide range of nutritional variants, 
physical exercise is a more potent modifier of the bodily 
development of growing youths than are differences in the 
dietary regime. Though the food intake of champion ath- 
letes varies considerably, this factor is not closely corre- 
lated with the athlete’s physique. 


And in respect to rehabilitation; adaptations to physi- 
cal training give the impression of being designed to 
improve the ability of the body to deal with situations 
with which exercise confronts them. Such adaptations take 
place irrespective of whether the organism is healthy or 
not. 


Professor Ernst Jokl is, in my opinion, the leading 
authority in the World on this subject. I am glad to take 
this opportunity to express my gratitude for what, in con- 
versation and correspondence, I myself have learned from 
him. 


“The Clinical Physiology of Physical Fitness and Rehabili- 


tation,” by Ernst Jokl, Springfield, Ill.: Charles C. Thomas, 
1958, 181 pp. $8.50 
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SURVEY—Cont’d from P. 46 

ently teaching, with 18.6% teaching adapted physical 
education, and most of the rest teaching in some other 
phase of physical education. 

2. 65.3% are teaching or have taught physical ed- 
ucation for an average of 6.2 years. 

3. 30.4% are teaching or have taught corrective 
therapy or adapted physical education in school for 
an average of 5.2 years. This teaching was done in 
many States, public schools, colleges, and universi- 
ties, special schools for the handicapped, etc. 

4. 26% have taught in other areas for an average 
of 6.4 years. 

5. 332 or 89.9% affirmed that they were certified 
corrective therapists, with several others indicating 
that they were either waiting to take the examination 
or had taken it and had not as yet been informed of 
the results. These figures probably have changed con- 
siderably since the completion of this survey. 

6. 40 or 10.8% are licensed, certified or registered 
in other areas. 19 of these are State or nationally reg- 
istered physical therapists. 

7. Membership in professional organizations other 
than the APMR is utterly fantastic. Innumerable pro- 
fessional organizations on the State and national lev- 
el were listed including teachers associations, physi- 
cal therapy societies, coaches associations, state chap- 
ters of the AAHPER, recreation associations, mental 
health groups, ad infinitum. The top ten national 
groups are as follows: AAHPER, 33; AMRDC, 15; 
National Rehabilitation Association, 13; National Ed- 
ucation Association, 10; AART, 10; American Col- 
lege of Sports Medicine, 8; APTA, 7; National Ath- 
letic Trainers Association, 7; American Association of 
University Professors, 4; National Recreation Asso- 
ciation, 3. 

To summarize, a survey was made in 1957 to de- 
termine the present educational and professional stat- 
us of the members of the Association for Physical and 
Mental Rehabilitation. The importance of such a 
survey has been pointed out. The results of the sur- 
vey have been reported and compared with the 1952 
survey. 
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ARTIST—Cont’d from P. 49 


present in every human being. That among the lame 
and the halt and the injured a disproportionately 
large number gain access to these resources with con- 
spicuous facility is a remarkable and well documented 
conclusion that can be drawn from the history of art, 
ethics and other fields of human achievement. It 
seems as if fate which smites the innocent contem- 
plates at times in an effort to atone for the suffering 
it caused. A new poignancy is thus lent to Robert 
Browning’s sensitive lines: 

All I could never be, 

All, men ignored in me, 

This I was worth to God. 
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prediction of the handicapped person’s involvement 
in the rehabilitation process must be based in part, 
upon previous stress situations. We must re-acquaint 
ourselves with the symbolic significance of even tempo- 
rary loss of the sense of personal adequacy that comes 
of feeding oneself, tying one’s own shoes, attending to 
one’s own toilet needs. We must feel deeply the re- 
version to infant status experienced by the person who 
has lost bowel and bladder control, the threat to adult- 
hood experienced by the person who believes (par- 
haps mistakenly) it is no longer possible to be bread- 
winner, homemaker, parent. 


We must constantly bear in mind how either re- 
action to the frustration of disability, or expression 
of pre-existing personality trends may impel the pa- 
tient and family to question and resist goals, proced- 
ure, routine of the rehabilitation agency on the ap- 
proach and contribution helping personnel are en- 
deavoring to provide. A professional attitude assur- 
ing the acceptance of the patient and family unit in 
need, regardless of the indicated response to their be- 
havior, is indispensable in serving the handicapped, as 


in the case of other groups we serve. 


Finally, we must achieve a dynamic understand- 
ing of people’s attitudes toward social institutions: 
hospitals and clinics, employment and guidance agen- 
cies, education and schools, social services, etc. We 
must learn to look behind attitudes toward surgery, 
medication, laboratory tests and advice—all of which 
may materially affect the entire family unit’s ability 
to employ social resources at their disposal in the re- 
habilitation process. 


In conclusion, I want to express my sense of pride 
at being a participant in the rehabilitation movement 
of our country. To have seen the dedicated contribu- 
tion made by workers of medical and para-medical 
fields in the care of chronically ill and disabled per- 
sons has been a rare privilege. I look forward with 
anticipation to noteworthy developments in the period 
ahead—the participation in research which will add 
new dimensions to our knowledge, the improvement 
of direct services to the disabled, and the leadership 
provided to the public at large as it supports ever 
broadening rehabilitation programs. 
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P. J. R. Nichols and C. B. Wynn Parry, “Rehabilitation 
After Operative Reconstruction of Shoulder for Recurrent 
Forward Dislocation.” Annals of Physical Medicine, IV:281- 
287, November, 1958. 


Recurrent dislocation of the shoulder results largely 
from falls, particularly in sports. Satisfactory treatment re- 
quires surgery. After the operation the limb is immobilized 
for four* to six weeks. During immobilization the patients 
are taught static deltoid contractions and movements of 
the wrist and fingers are encouraged. After removal of the 
strapping the arm is placed in a sling. Active shoulder 
movements are encouraged, but external rotation is re- 
stricted. After six weeks, free movements of the shoulder 
within the painless range are begun. These progress in va- 
riety, duration, and range, but no forced, assisted, or passive 
exercises are allowed. Games such as quoits and darts, 
which entail abduction and rotation from full internal ro- 
tation to the neutral position are introduced. Archery and 
swimming with the “dog paddle” or breast stroke are un- 
dertaken during the ninth week. Weight lifting is then in- 
troduced for those needing increased strength. When pa- 
tiets are discharged, they are advised to avoid violent 
sports for an additional three months and to continue their 
exercises. 





J. N. Morris and Margaret D. Crawford, “Coronary Heart 
Disease and Physical Activity of Work.” British Medical 
Journal, 51:11:1485-1496, December 20, 1958. 


A study was undertaken to determine the frequency, in 
relation of occupation, of ischaemic myocardial fibrosis in 
men dying from causes other than coronary heart disease. 
It was found that there was a lower prevalence of ischaemic 
mvocardial fibrosis among men who had been in physically 
active and heavy jobs than among those in sedentary and 
light jobs. There is no information on the relationship be- 
tween physical exertion in leisure and the incidence of coro- 
nary heart disease, but regular physical exercise may be one 
of the “ways of life” that promote health in middle age. 





“The International Oceanographic Foundation Sea Secrets.” 
Published at The Marine Laboratory, University of Miami, 
Florida. 

“Hot Water’.is the term applied by swimmers to bod- 
ies of water where they experience an immediate sharp 
stinging sensation. It is prevalent along the Florida coast 
from May through September. The results of the contact 
are similar to those resulting from contact with the Portu- 
guese Man ’o War, certain jellyfish, and other large coel- 
enterata. The irritation may disappear in a few minutes, or 
a weal which later becomes postulous may appear. It is be- 
lieved that the stings are caused by “sea lice,” possibly 
Millepora alcicornis. The irritation is different from the 
acute form of dermatitis known as “sea bather’s eruption.” 





Henry J. Montoye, William Mack, and John Cook, “The 
Prediction of Performance in the NCAA Cross-Country 
Run from the Brachial Sphymogram.” Presented at the Re- 
search Section, 44th Annual Convention Midwest Associ- 
ation for Health, Physical Education and Recreation, Mil- 
waukee, Wisconsin, April 17, 1958. 


A Cameron Cardioresvirograph was used to record pulse 
waves (sphygmograms) from 48 competitors in an NCAA 
cross country championship meet. When the data were sta- 
tistically analyzed it was found that the pulse rate is the 
only item of the pulse wave as measured by this instru- 
ment which is of value in predicting cross country run- 
ning time. 
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A. Holmgren and H. Linderholm, “Oxygen and Carbon Di- 
oxide Tensions of Arterial Blood during Heavy and Ex- 
haustive Exercise,” Acta Physiologica Scandinavica, 44:203- 
215, 1958. 


Fourteen bicycle racers were studied to determine the 
oxygen tension and carbon dioxide tensions of arterial 
blood during work on a bicycle ergometer. Heavy work was 
performed in a relative steady state; exhaustive work at a 
non-steady state. During heavy work the mean oxygen ten- 
sion of arterial blood decreased significantly as compared 
with the values at rest. During exhaustive work a significant 
further decrease took place. Since arterial blood gas varies 
with relative work load, measurements during exercise 
should be related to the relative intensity of the work if 
different investigations are to be comparable. Carbon di- 
oxide tension also tended to decrease during exhaustive 
work. This is not in accordance with the idea that CO2 is 
the main stimulus for ventilation during heavy and ex- 
haustive work. Apparently the O? exchange by the lung has 
a higher resistance to overcome than does the CO*’ ex- 
change. The diffusing capacity of the normal lung usually 
seems larger than necessary for maximal O”? uptake; the 
main O* tension gradient occurs in the exchange between 
alveolar air and blood. With increasing intensity of work 
the circulation reaches its maximal capacity (maximal pulse 
frequency) before a decrease in oxygen saturation of sig- 
nificance for O* transport is observed. This makes it justi- 
fiable to regard circulation, and not lung function, as the 
main limiting factor for O* transport. The increase in ex- 
ercise tolerance during the breathing of O* may be ex- 
plained by complete O* saturation of the arterial blood and 
an increased amount of O* physically dissolved in the blood. 


Unless noted otherwise, all abstracts have been pre- 
pared by Philip J. Rasch, Ph.D. 





Chapter Activities 








California Chapter 


The chapter participated in a tri-organizational meet- 
ing with local chapters of AART and AMRDC at the Sepul- 
veda VAH on Feb. 7 to initiate planning for the national 
conference to be held in the Los Angeles area in 1960. Jos- 
eph Harris of AMRDC will act as conference chairman, and 
the executive committee will consist of Burr S. Zachary, 
APMR, James N. Lentz, AART, and Aldo S. Romiti, AMRDC. 
General program chairman will be Dr. Karl H. Haase, Chief, 
PM&RS, Wadsworth VAH with Murray Levitta, AMRDC, 
Richard Fowler, APMR and Kenneth Nelson, AART acting 
as Sectional Chairmen. Dr. Carl Haven Young of UCLA will 
assist Dr. Haase on the general program. Other chapter 
members who will serve on conference committees are Ber- 
nard Weber, chairman, exhibits committee; Richard Barr, 
chairman, social functions; Rudy Jahn, official program; 
Ernest Saenz, registration, Fred O’Banion, hospitality and 
Thomas Meyer, banquet. 


A Tri-Organizational State Conference is scheduled for 
May 22-23 at the California State Polytechnic College in 
San Luis Obispo. 


The California chapter was represented at the State 
conference of the American Association for Health, Physical 
Education and Recreation at the Statler-Hilton Hotel, Los 
Angeles, Mar. 21. Dr. John H. Aldes addressed the student 
section on “Therapy Careers for Physical Education Majors” 
and showed a color film on “Training and Employment of 
the Physically Handicapped.” Dr. Carl Haven Young, First 
Vice President of APMR, moderated a panel on “Adapted 
and Corrective Therapy” which included Burr §. Zachary, 
Chief CT, Brentwood VAH; Clifford H. Loose, Chief CT, 
California Rehabilitation Center; Meryl Adams of the cor- 
rective physical education staff of the Los Angeles City 
Schools; Carl Alsberg, CT, VAH, Sepulveda; Rudy Jahn, 


Chief CT, VAH, Long Beach; and Richard Fowler, Chief CT, 
VAH, Wadsworth. 
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EASTERN STATES CHAPTER 


The Eastern States Chapter held a joint conference 
with the New York chapters of the AART and AMRDC at 
the Belmont-Plaza Hotel, New York on March 20th. Leo 
Berner, Chief, Corrective Therapy at the Bronx Veterans 
Administration Hospital and Ben Levine, M.A.T., at Brook- 
lyn Jewish Chronic Disease Hospital acted as co-chairmen 
of the clinical session. 

Dr. Madge C. L. McGuiness, secretary of the New York 
Society of Physical Medicine and Rehabilitation, acting as 
moderator for the meeting, spoke on “History of Physical 
Medicine and Rehabilitation.” Dr. Peter Karpovich, Spring- 
field College, presented a paper and demonstration on “The 
Electro-goniometer and Its Application for Measuring 
Movement in Joints.” This device which has been developed 
for use in hospitals will assist the doctor and therapist to 
obtain an accurate reading of a range of motion in joints. 
This accuracy is necessary when thinking in terms of 
measurement of motion of joints. The Electro-goniometer 
was developed by Dr. Karpovich and his staff and is al- 
ready in use by several hospitals. 

A business meeting of the APMR and AART sections 
followed the close of the clinical session. 





L. to R. Ben Levine, Dr. Peter V. Karpovich, Dr. Madge C. L. 
McGuiness and Leo Berner. 
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“Directory of Catholic Facilities for Exceptional Children 
in The United States.” (Washington 6, D.C.: National Cath- 
olic Association, 1958. 248 pp. Paper.) 


This directory is unusually complete. Schools, hospitals, 
clinics, bibliographies, instructional materials, colleges, 
teaching orders, and agencies are among the information 
listed. So far as can be made out from this directory, no 
Catholic colleges cffer courses in corrective therapy, al- 
though there are a number whose departments of physical 
education offer courses in “allied fields,” and the Association 
for Physical and Mental Rehabiiltation is included in the 
“Directory of Agencies.” 

The prospective purchaser of this booklet should be 
warned that the word “Exceptional” in the title actually 
means handicapped. This is confusing, since to most of us 
the term implies outstanding. It is, of course, the outstand- 
ing child upon whom the future of our country depends; one 
wonders what Catholic facilities are available to assist 
these children to develop their potentialities. 


PJR 


65 








“Physiology of Exercise,” by Laurence E. Morehouse and 
Augustus T. Miller, Jr., Third Edition. (St. Louis: The C. V. 
Mosby Company, 1959. 349 pp. $4.75) 

This new edition of a standard text has been so ex- 
tensively revised that it might be reviewed as though it 
were a new book. Several of the older chapters have been 
condensed, combined, or omitted entirely. New chapters, such 
as Origin of Human Movement, Physiological Mechanisms 
in Movement Behavior, and Connective Tissue, have been 
added. Many new illustrations have been incorporated in- 
to the text. 

As this reviewer has followed the various editions of 
this book through the years an unmistakable trend has be- 
come evident: The authors’ emphasis has steadily shifted 
from the presentation of the facts to the understanding of 
the causes of the phenomena of exercise. Nor have they 
stopped there: they have increasingly endeavored to relate 
these phenomena to man’s behavior and to discuss them 
from the point of their meaning. This is particularly evi- 
dent in the chapter on Origin of Human Movement, whose 
content is drawn largely from psychological, psychiatric, 
and philosophical journals. This third edition also shows 
an increased interest in human form, perhaps reflecting 
the work in kinesiology performed by the senior author 
during the last few years. 

This holistic philosophy would appear to this reviewer 
to be “the wave of the future” in scientific textbook writ- 
ing. The authors of Physiology of Exercise are to be con- 
gratulated on having assumed the leadership in their own 
special field. 

PJR 


“Kinesiology,” by Ellen Neall Duvall. (Englewood Cliffs, N 
J.: Prentice-Hall, Inc., 1959. $5.75. 2929 pp.) 

The major portion of this manual consists of a discus- 
sion of the kinesiological action of the principal muscles. 
In each case the nerve supply, location, and opinion of va- 
rious writers concerning the action of the muscle is given. 
Illustrations by Helen Lorraine are plentiful and excellent. 
They add much to the text. The introductory chapters are 
extremely brief and have some curious omissions. Thus, re- 
ciprocal innervation is discussed but co-contraction, which 
appears to be the rule rather than the exception, is not. 
The ankle joint is described as a second class lever, with 
no mention of Kranz’s dictum that no levers of this class 
are to be found in the body. The last chapter gives sample 
analyses of a few moments in order to illustrate how this is 
done. Each section is followed by a bibliography, and the 
book is indexed. 

Although Kinesiology is presented as a part of the Pren- 
tice-Hall Physical Education Series, it is not complete 
enough to serve as a text for a college course for physical 
educators and could not be used as a replacement for Stone, 
Morehouse and Cooper, or Wells. It would make an excel- 
lent reference manual for a therapist to keep on his desk 
as a quick and convenient way of refreshing his memory 
and would appear likely to supercede Kranz’s Kinesiology 
Manual for that purpose. 
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“Third Annual Report of the Joint Commission on Mental 
Iliness and Health.” (Cambridge: Joint Commission on 
Mental Illness and Health, December 31, 1958. 27 pp. Paper.) 

This is the Third Annual Report of a study of mental 
health made by a group to whom the Association for Phys- 
ical and Mental Rehabilitation makes a financial grant. The 
director points out the semantic difficulties inherent in the 
use of the term “mental health” and the need for -clarifi- 
cation of the subject. He reports that mental hospitals tend 
to be large, overcrowded, under-staffed, and to have many 
long term patients. Perhaps ten per cent of the population 
needs treatment for mental illness. The use of tranquilizers 
is an obvious trend in the treatment of such illnesses and 
has stimulated interest in the study of the chemistry of in- 
sanity. Study of the social structure of hospitals and of the 
psychological structure of psychoses are also developing 
fields. The cost of the operation of state and federal men- 
tal hospitals is estimated at $1,700,000,000 a year; total costs 
are perhaps as high as $2,900,000,000 a year. His final sen- 
tence is revealing if not precisely consoling: “Thus, the pic- 
ture is one of great activity, some of it effective . 
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“Rehabilitation After Illness and Accident.” Edited by Thom- 
as M. Ling and C. J. S. O’Malley (Baltimore, Maryland: 
The Williams and Wilkins Company, 1958. 119 pp. $3.50) 
The social factors in rehabilitation are inescapable. This 
follows if the rehabilitation concept is firmly rooted in the 
responsibility of the medical profession and society for the 
work, play, and life of the disabled (as yet inadequately 
emphasized in the medical schools), and the creation of a 
motivational climate conducive to the patient’s assuming 
an active role in his restoration. Some direct speaking to 
this philosophy is to be found in the brief essays of this 
British-authored text. “ ...a rehabilitation service is not 
a salvage service, something that passes for a rehabilitation 
service in many countries. This system allows the patient 
because of his medical and physical disabilities to become 
practically unemployable, and then sends him to be sal- 
vaged by a rehabiiltation centre. The rehabilitation of a 
disabled patient can be accomplished only by having a con- 
tinuous process influencing the patient from the time he 
becomes sick or injured until he is back at work .. . living 
an independent existence in a normal community ... an un- 
enlightened Centre produced worse results than having no 


Centre at all. Bad rehabilitation is worse than no rehabili- 
tation.” 


A well written picture of the problems of rehabilitation 
in the welfare state emerges. The excellent sections by 
O”’Malley and Ling are alone worth the price of admission. 
There are sections on emotional factors, general medicine, 
thoracic disease, cerebral surgery. and illness, return to 
work, general and orthopedic surgery, occupational therapy, 
and social factors. These sections are intended only as an 
introduction to the principles and problems of rehabilita- 
tion, uncluttered by references, and suitable for medical 
or paramedical workers. 


On page 101, some interesting comparisons are made 
between the physiotherapist (“wishes to do things to pa- 
tients”) and the physical educationalist and remedial gym- 
nast (“wishes to do things with patients”) and the impli- 
cation this has for utilization of each at various stages in 
rehabilitation. 


DJS. 


An Inventory of Social and Economic Research in Health. 
Seventh Edition. (New York: Health Information Founda- 
tion, n. d. 492 pp. Paper.) 

This is the 1958 edition of a very useful annual guide. 
The book is divided into sections dealing wth research con- 
cerned with health levels, mental health, sociological fac- 
tors, health facilities, health services, personnel, and eco- 
nomic factors. Some 800 entries are included, approximately 
four times the number listed in the first (1952) edition. 

' PIR 
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“Tratamiento De Pacientes Hemiplejicos.” (New York: State 
Dept. of Health, 1958. 37 pp. paper, $.50) 

A monograph on the management of the hemiplegic 
patient with text in Spanish. Available from the Internat- 
ional Society for the Welfare of Cripples, 701 First Avenue, 
New York 17, N. Y. 


Education Directory 1958. 1958. Part 1. Federal Government 
and States, by Mabel E. Rogers. ((Washington, D.C.: United 
States Government Printing Office, 1959. 76 pp. Paper. 45c). 

A listing of the education officials in the Office of Edu- 
cation, the principal State and Territorial school officers, 
the executive officers of the State and Territorial library 
extension agencies, and the principal education officers of 
the Bureau of Indian Affairs. 


Statistical Summary of State School Systems, 1955-56, by 
Samuel Schloss and Carol Joy Hobson. (Washington, D.C.: 
Government Printing Office, n.d. 9 pp. Paper.) 

Circular No. 543 of the U. S. Department of Health, 
Education, and Welfare, comprising an advance report 
based on Chapter 2 of the Biennial Survey of Education 
in the United States, 1954-56. 


Vol. 13, No. 2 


| 
| 
: 
| 
| 
| 
| 





News and Comments 








TO TEST MASS CANCER DETECTION 


A method for mass screening of population groups for 
incipient lung cancer will be tested by Veterans Adminis- 
tration and the American Cancer Society. The technique 
involves examination of sputum specimens, coughed up from 
the lungs, for abnormal lung cells that indicate early 
cancerous or precancerous changes in the lung tissue. 


In the joint VA-American Cancer Society study just 
getting underway, about 8,500 residents of six VA domi- 
ciliary homes will be screened twice a year by use of the 
sputum cell analysis method, plus chest x-ray films. 


In addition to testing the value of the technique as a 
diagnostic tool, the study will enable VA doctors to deter- 
mine the extent of correlation between history of smoking, 
symptoms of bronchial and lung irritations and infections, 
and development of lung cancer in residents of the homes. 
The sputum cell technique is a quick and simple process 
but requires expert knowledge on the part of the physician 
making the analysis. 


The only special equipment used is a device called a 
nebulizer that sometimes may be needed to aid in obtaining 
sputum specimens. It vaporizes a harmless solution contain- 
ing salt and glycerin that is inhaled, collects in the air tubes 
of the lungs, and helps bring up precancerous lung cells. 

The six participating VA domiciliary homes are located 
at Bay Pines, Fla.; Biloxi, Miss.; Dayton, Ohio; Los 
Angeles; Martinsburg, West Va., and Wood (Milwaukee), 
Wis. 

Dr. Lyndon Lee, who coordinates the study for VA in 
Washington, D. C., said findings of the project are not 
expected to be available for at least two years. Residents 
of the homes for whom the lung cell test is positive will 
receive intensive study by additional diagnostic procedures, 
and medical treatment as needed, he said. “Evidence is 
available that reaction of respiratory tissue leading to 
cancer may be present for some time before evidence of 
lung cancer can be shown on x-ray films and before clinical 
symptoms of the disease appear,” Dr. Lee said. “We hope 
the lung cell test may help us diagnose this disease at an 
early and curable stage.” 


Specimens obtained from residents of the domiciliaries 
in the study will be sent to four cytology centers, specializ- 
ing in the study of cells, which will make the determi- 
nation of presence or absence of abnormal calls and send 
the test results to the VA domiciliaries. 


Directors of these centers are Dr. George N. Papanicol- 
au of Cornell University Medical College in New York City; 
Dr. Irena Koprowska, associate professor of pathology at 
Hahnemann Medical College in Philadelphia; Dr. William 
O. Umiker, pathologist of the VA center at Ann Arbor, 
Mich., and Dr. John R. McDonald, pathologist of Harper 
Hospital in Detroit, Mich. X-ray films made in the study 
will be screened by a radiology center directed by Dr. Bern- 
ard Kordan, assistant clinical professor of radiology at the 
University of Southern California School of Medicine in 
Los Angeles. Statistics for the study will be compiled in a 
statistics center in the Division of Chronic Diseases at 
Johns Hopkins School of Hygiene and Public Health in Bal- 
timore, under direction of Dr. Abraham M. Lilienfeld. 





NEW CHIEF, MEDICAL SERVICE 
APPOINTED BY VA 


Appointment of Dr. John M. Rumball, chief of medical 
service at the Veterans Administration hospital in Coral 
Gables, Fla., as director of medical service for the agency 
in Washington, D. C., has been announced by VA. 
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Dr. Rumball will be transferred to VA Central Office 
early in April. He also has accepted an appointment as 
clinical associate professor of medicine at Georgetown Uni- 
versity School of Medicine in Washington, D. C. A diplo- 
mate of the American Board of Internal Medicine and a 
World War II veteran, Dr. Rumball presently is associate 
professor of medicine at the University of Miami School of 
Medicine. 





NP PATIENTS HELP EACH OTHER 
IN HOSPITAL PROGRAM 


A unique “big-brother” system in being used by hos- 
pitalized veterans in their fight against mental illness, the 
Veterans Administration has reported. Recovering patients 
at the VA mental hospital in Salisbury, N. C., have formed 
a society known as “The Helping Hand,” in which each 
member holds himself responsible for more seriously ill pa- 
tients in hospital activities, VA said. 


Dr. Samuel J. Muirhead, manager of the hospital, said 
the scheme has proved an effective form of help for both 
its members and non-members. More improved patients can 
help less fortunate patients towards recovery in ways that 
the hospital staff cannot, he said, since patients ofttimes 
notice improvement in the condition of their companions, 
= thus become aware that their own improvement is pos- 
sible. 


The society is an exclusive group with membership re- 
stricted to patients approved by its screening committee and 
elected by unanimous vote, Dr. Muirhead said. 
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Classified Pirectory 





| Price of Directory Listing for one Year—6 issues—$10.00 








STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE PURCHASED 


BOweERS AMBULANCE SERVICE, 430 E. Pacific Coast Highway, Long Beach, California. 

PEACOCK SuRGICAL Co., INC., 1235 Texas Ave., Shreveport, Louisiana was Day 3-5276—Night 17-4910 
THE COLSON-MERRIAM CoO., 1623 N. Aisquith St., Baltimore, Maryland 2. 2... ceeeceescecseeeceeeceneeeeseceneneees Mulberry 2847 
SEILER SurcicaL Co., Inc., 111 S. 17th St., Omaha 2, Nebraska ATlantic 5825 
AMSTERDAM BROTHERS, 1060 Broad St., Newark 2, New Jersey 

E. A. Warnrk Co., Simon Long Building, 50-52 S. Main St., Wilkes-Barre, Pennsylvania 2-8064 
MarVIN F. Porarp Co., 411 W. Broad St., Richmond 20, Virginia 

AmBvuL-AD Inc., 215 South Broadway, Poplar Bluff, Missouri 














STORES WHERE EVEREST AND JENNINGS PRODUCTS MAY BE RENTED OR PURCHASED 


ABBEY Rents, 600 S. Normandie Ave., Los Angeles 5, Calif..................ee.eeecseeeeee NA—9-4138; DU—4-5292; PL—2-3131 
RA—3-9571; HO—2-0924; HE—2-2973; TO—6-1714; OX—4-2603; OR—7-6178; CI—3-2101 
PO—39105; DI—4-7137; OL—2-2760; SY—5-7041; EX—4-3232: KI—5-1181 





























ABBEY RENTS, 2895 El Cajon Blvd., San Diego 4, Calif. ......... ATwater—1-8151 
ABBEY RENTS, 1314 Post Street, San Francisco 9, Calif. ................ GRaystone—4-2525 
ABBEY RENTS, 2841 S. El] Camino Real, San Mateo, Calif. ....... FlIreside—5-5775 
ABBEY RENTS, 2315 Broadway, Oakland 12, Calif. ...........2.......... Higate—4-8181 
ABBEY RENTS, 1827 “J” Street, Sacramento 14, Calif. .......................... GIlbert—8-9151 
ABBEY RENTS, 1000 E. Burnside, Portland 14, Ore. BElmont—4-5001 
Mammary Tamera, DU ai EG, TE 0, Ta cs sansa ans css ciccsncted aces cinseorninintewce usenet MA—4-5040 
ABBEY RENTS, 350 Broadway, Denver 9, Colo. ..22....2........ccsseceeeeeeeeees PEarl—3-4651 
ABBEY RENTS, 4041 Broadway, Kansas City 11, Mo. JEfferson—1-5200 
ABBEY RENTS, 3230 Washington Blvd., St. Louis 3, Mo ....................... OL—2-5700; MI—7-3300 





ABBEY RENTS, 2220 Lyndale Ave. S., Minneapolis 5, Minn... .....................--.sccscccsscencececeencenccenscenecenecees FR—4-4680; MI—6-6546 
ABBEY RENTS, 2824 W. Fond du Lac Ave., Milwaukee 10, Wis. UPtown—3-2000 
ABBEY RENTS, 3545 Reading Road, Cincinnati 29, Ohio ........ AVon—1-7000 
Best RENTALS, 2025 S. Shepherd Drive, Houston 19, Texas..... JAckson—3-4416 
Dowpb CHAIR RENTAL & SALES, 138 South Highland Ave., Pittsburgh, Pa. . secseesee-e---e MOntrose 1-5355 















































Dowpb CHAIR RENTAL & SALES, 4848 Woodward Ave., Detroit 1, Mich. —........02.02200000..... TEmple 3-3490 
Dowp CHAIR RENTAL & SALES, 310 N. E. 6lst St., Miami, 37, Pla. ............... 89-8561 
Dowp CHAIR RENTAL & SALEs, 392 Franklin St., Buffalo, New York .......... aos nee Bea CLeveland 3335 
Dowp CuHaiR RENTAL & SALEs, (Canada) Ltp., 196 George St., Toronto 2, Ontario, Canada .................... EMpire 6-5405 
MEDICAL ARTS SUPPLY, 233 Washington S.E. and Pharmacy 20-23 Sheldon S.E., Grand Rapids 2, Mich. ............ 9-8274 
E_mirA Druc & CHEmiIcat Co., 368 No. Main St., Elmira, New York ... 6289 
Sam Fortas House FURNISHING Co., 175 N. Main St., Memphis, Tenn. ....................... JAckson 5-3515 
HEYL PHYSICIANS SuPpLy Co., 419 State St., Erie, Pennsylvania 2-6785 
BURLINGTON SURGICAL APPLIANCES, 314 High St., Burlington, New Jersey Burlington 3-0052 
COSMEVO SuRGICAL Supply Co., 236 River St., Hackensack, New Jersey Diamond 3-5555 
BETH-MontT SurcGIcaL SupPty Co., 6811 Wisconsin Ave., Chevy Chase, Md. ne OLiver 4-6200 
MANUFACTURERS OF ORTHOPEDIC AND PROSTHETIC APPLIANCES 

BIRMINGHAM ARTIFICIAL Limes Co., 519 So. 20th St., Birmingham 3, Alabama ............ 3-1786 
GEorRGE S. ANDERSSEN Co., 3419 Walnut St., Philadelphia 4, Pennsylvania 

YALE SurcicaL Co., 1004 Grand Ave., New Haven 11, Commecticut 22... cece eeeeeeeeeee State 7-3005 


AmsBuL-Ar INc., 215 South Broadway, Poplar Bluff, Missouri 


UNCLASSIFIED 


NATIONAL Sports Co., Mfgrs. of Therapy Gym Mats, 360 Marquette St., Fond du Lac, Wisc WA 1-8200 
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LaBerne Shoulder Rotator 


The LaBerrie Shoulder Rotator offers Progressive and Resistive Exer- 
cises in a complete range, for Internal and External Rotation, Unilateral 
and Bilateral Extensor, Scapula Rotation, and Elbow Flexor Exercise. 
Built with Sensitive Resistance-Pressure Plate adjustable in height. 
Calibrated for 0 to 80 Ibs. 


Price including table 28 x 30 x 32 
Model # 9952 $159.50 


Price without table with bracket 
for attaching to plinth, 


Model # 9952-A $ 89.50 


Showing Resistance Control 
Calibration in pounds. ——=—H_ 


LaBerne Extension-Flexion Exercise Unit 


Designed for a complete range of Progressive Resistive Exercise to the 
Knee Joint Muscle Group WITHOUT THE USE OF WEIGHTS. 
Exercise arm built with Reversible Ratchet on Sensitive Pressure 
Plate offering any desired resistance calibrated in Ibs. from 0 to 80. 
Range of motion indicator in full view of patient and therapist for 
accurately following Range Progress. 
Ideal for use with BK Amputees and 
BK Fractures, may also be used for 
Hamstring Exercise, Hip Abduction 
and Extension. Complete unit in- 
cluding table 28 x 30 x 32 with 
Quadriceps Rest, Model # 9950 


$159.50 


Above unit with Shoulder Rotator in- 
cluded, Model # 9951 $239.00 


Showing use for BK amputees and 
fractures. Range of motion dial cali- 
brated in pounds. 


LaBerne Hip Rotator 


Designed for complete rotation of Hip Joint. Rotation Plate 
built at 8° angle to eliminate bending of knee during rotation. 
Mounted on roller bearings with Adjustable Arc from 4” to 
12” circle. Model # 66 $49.50 


ALL PRICES FOB COLUMBIA 


Columbia, $.C. P.O. Box 5245 Phone SUnset 7-6162 
ORIGINATORS OF THE “WALK-OFF” PHYSICAL THERAPY TABLE 


La Berne MANUFACTURING COMPANY 
Ako 





